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Monthly Message 


During the month of April, accompanied by Dr. I. S. Ravdin 
and Colonel T. C. Bedwell, Jr., USAF (MC), it was my privilege 
to inspect a representative cross section of our medical facili- 
ties scattered through the Far East and Alaskan Commands. 
The major stops in this itinerary, covering about 25,000 miles, 
included Honolulu, Tokyo, Tachikawa, Yokosuka, Hiroshima, 
Seoul, Inchon Harbor, Taegu, Pusan, Anchorage, and Fairbanks. 


In order to familiarize ourselves with problems relative to 
the care of the wounded in the combat zone, we went on foot 
and by jeep and helicopter to view directly the entire evacu- 
ation chain of the wounded soldier from the spot of initial injury 
in action to the point of definitive medical care. 


Space permits the presentation of but a few impressions such 
as: the intense sincerity and high professional qualifications of 
those engaged in the care of the sick and wounded; the amazing- 
ly swift and efficient evacuation systems; the sobering yet stimu- 
lating sight of an artificial kidney functioning in a temporary 
shack but a few miles behind the main line of resistance; the 
high esteem in which medical personnel are held by the Armed 
Forces all the way from Generals Mark Clark and Maxwell D. 
Taylor down to PFC Johnnie Doughboy; the thrill of landing by 
helicopter on the deck of the hospital ship Consolation; the 
honor of addressing the 38th Parallel Medical Society; the utter 
isolation of Shemya at the end of the Aleutian Island chain in 
the North Pacific where the cold winds blow and fogs swirl and 
one lone medical officer gives of his best to the health of the 
Armed Forces; the keen interest evidenced in the future planning 
for medical and dental manpower needs of the nation; the throaty 
roar of formations of jets streaking northward seeking mortal 
combat in MIG alley; and the cold majesty of Mt. McKinley— 
crystal clear in the morning Alaskan sunlight. These are but a 
few of the many memories that linger. 


ka Wi Rid 


Melvin A. Casberg, M. D. \- 
Assistant to the Secretary of Defense 
(Health and Medical) 
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A POST PREVENTIVE MEDICINE 
PROGRAM 


THOMAS G. FAISON, Colonel, MC, USA 


NE of the most essential yet less spectacular missions 
of the Army Medical Service is that of preventing disease 
and injury. A major concern of a post, army, or division 

surgeon is that of keeping troops healthy in order to promote 
efficiency and prevent manpower wastage. Yet, with all the great 
scientific advances which have been made, a tremendous gap 
exists between what is done and what can be accomplished in 
preventing disease and injury. This gap can be closed only when 
the Medical Service, command, staff, and the individual soldier 
understand and conscientiously co-operate in applying the 
fundamental principles of good environmental sanitation and 
personal hygiene. A well-organized and well-administered post 
preventive medicine program is essential in order to further this 
objective and to carry out effectively the responsibilities of the 
Medical Service in preserving the health of a command. The 
World Health Organization has defined health as, “A state of 
complete physical, mental, and social well-being and not merely 
the absence of disease or infirmity.” 


All causes of manpower wastage, including battle casualties, 
are amenable to methods of control or prevention. The preventive 
medicine program should cover all factors which influence the 
health of military personnel, their families, and civilian em- 
ployees. Military preventive medicine cannot be limited to 
military personnel or to the confines of a military installation 
because the Army is an integral part of a community, either in 
the continental United States or in oversea areas. 


Command participation in a preventive medicine program is 
of vital importance because education, training, and discipline, 
which are command responsibilities, are important factors in the 
prevention of disease and injury. 


A preventive medicine program must be elastic and readily 
adaptable to new problems. Once sanitation required and occupied 
nearly all the energies of such a program. Sanitation was the 
major concern of the day and still must logically be considered 
first and as an important part of a health program. As sanitary 
problems were solved, greater efforts could be diverted toward 
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communicable-disease control. As the principal cause of man- 
power losses change, so must the point of greatest effort of an 
efficient preventive medicine program. This is evident in the 
present concept of health which directs more and more attention 
to the problems of trauma and mental hygiene. 


ADMINISTRATION AND ORGANIZATION 


Military preventive medicine administration may be defined 
as the art and science of organizing and operating an agency 
whose purpose is to promote the mental and physical health of 
a command. The preventive medicine officer should direct, under 
the general supervision of the post surgeon, all post health 
activities. Efficiency and economy can be best achieved if as 
many of the activities as possible operate from a centralized 
office or health center. This center should contain space for 
all branches of the division, and may also house a main dis- 
pensary and special clinics such as maternity and infant health, 
immunization, dental hygiene, and venereal diseases. Adequate 
transportation must be provided for the preventive medicine 
service, 


Preventive medicine is concerned primarily with well people, 
in the sense that most of its activities are directed toward well 
persons. The prevention of disease and trauma is a major concern 
and the line of departure from health is nearly always first 
noticed at sick call or the dispensary. In order to keep constantly 
up to date on the health of a command, preventive medicine 
personnel must know who, when, where, and why people seek 
advice about their mental or physical condition. Preventive 
medicine personnel cannot afford to sit in an office and wait 
for the hospital registrar or the laboratory to notify them that 
so many cases of a certain disease have been reported. These re- 
ported events are by then of chief interest to the statisticians 
and historians. Many conditions, such as diarrheas, injuries, and 
neuropsychiatric complaints, are never reported. Preventive 
medicine must be part of or have very close liaison with the 
personnel operating the dispensary service because it is at the 
small unit or dispensary level that the correct combination of 
preventive and clinical medicine can be dispensed to lower 
significantly the days lost from disease and injury. Close per- 
sonal relationship of the unit medical officer and personnel of 
the command with the proper physician-patient rapport elevates 
morale and constitutes an important contribution to the health 


of a command. 





Preventive medicine personnel, especially the preventive 
medicine officer and health nurse, must be primarily organizers, 
administrators, supervisors, and teachers as well as expeditors 
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in order to provide maximal health services and benefits. Be- 
cause health is a responsibility and concern of all personnel, 
a preventive medicine program must be closely integrated with 
all post and extra cantonment activities concerned with main- 
taining the physical, mental,and social well-being of all post 
personnel. Voluntary health and welfare groups should be used 
as much as possible. 
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Figure 1. Organization of a post preventive medicine service. 


Health nurses are one of the most important links in the chain 
of a useful preventive medicine service. They should have 
offices in the health center and work under the immediate direc- 
tion of the preventive medicine officer. The duties of the nurse 
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should cover the entire field of preventive medicine activities 
and should not be limited to such items as school health, family 
care, and communicable-disease control. The nurse is primarily 
a health educator and chief assistant to the medical officer in 
charge of the preventive medicine program. In nursing care of 
the sick, she teaches others to provide the necessary care. In 
visiting the home, she provides family health guidance which 
includes sanitation, personal hyyiene, and home safety. The 
nurse is an essential element in family health activities. She 
can visit all new families as they move on or near the post; 
give information about clinics, hospital service, servants, and 
schools as well as obtain and record initial family data for 
preventive medicine files. 


Maximal use of nonmedical personnel is essential in order 
to conserve the time of the medical officer and to improve the 
quality and quantity of services rendered. Enlisted personnel 
should be trained to perform many of the routine duties. Sanitary 
engineers, entomologists, nutritionists, industrial hygienists, 
and sanitarians, become part of the team when available. A 
post preventive medicine service could be organized as shown 
in figure 1. 


SCOPE 


The average post offers opportunities for a full and well- 
rounded preventive medicine program. Classified as activities 
these would consist of : (1) sanitation, (2) health education, 
(3) communicable disease control, (4) personal hygiene, (5) 
prevention of accidents and trauma, (6) industrial hygiene, (7) 
certain aspects of medical care, (8) administration and statistics, 
(9) mental hygiene, (10) research and development, (11) maternity 
and infant health, (12) school health, (13) oral hygiene, (14) pre- 
vention of noncommunicable disease and conditions, (15) lab- 
oratory, and (16) liaison. 


POST PREVENTIVE MEDICINE ACTIVITIES 


The above-named preventive medicine activities in general 
include responsibilities which a post surgeon delegates to a 
preventive medicine officer. The relative values of these ac- 
tivities vary with geographic location, the characteristics of 
the people and community involved, the mission of the command, 
and other factors. The preventive medicine officer must evaluate 
the importance of each activity to a particular post and carefully 
proportion the work and personnel available to the jobs to be 
accomplished. Although the performance or supervision of such 
an activity as dental hygiene may remain entirely under the 
control of another service, it is still a preventive medicine 
interest. Whether these separate activities be organized and 
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administered by a single medical officer or by a large preventive 
medicine service, the principles involved remain the same. 


Sanitation. There must be continued surveillance over all 
aspects of the post environment that might affect health. This 
would include sewage disposal, water supply, waste disposal, 
housing standards and maintenance of buildings, insect and 
rodent control, food service and facilities, dairy products, rec- 
reational areas, bathing places, and extra cantonment sanitation. 
Inspections of post installations and facilities are an essential 
administrative procedure and should be accomplished in close 
liaison with the post engineer, food service officer, veterinary 
officer, safety officer, post exchange officer, and/or the quarter- 
master. Unit inspections should always include the unit com- 
mander or his representative. 


Health education should cover all aspects of the preventive 
medicine program. Health facts and problems must be presented 
by all health workers by means of personal contact, individual 
instruction, talks, films, and discussions to all personnel. The 
preventive medicine officer should plan and evaluate post health 
education; supervise all matters pertaining to health training; 
integrate medical indoctrination with the general troop-training 
schedule, and teach or give medical technical assistance as 
required to troops and civilian personnel. These educational 
activities should be directed toward commanders, unit officers, 
leaders, enlisted personnel, staff sections, organized post 
groups (such as women’s clubs, schoolteachers, and boy scouts), 
and local civilian groups (such as the local medical society 
and service clubs). Food handlers and domestic servants are 
groups which merit special attention. Maximal use should be 
made of movies, film strips, pamphlets, and other instructional 
material available through the Department of the Army, other 
Federal agencies, drug houses, voluntary agencies, insurance 
groups, food institutes, and colleges. 


Communicable disease control activities involve many of the 
normal duties of a preventive medicine group. The principal 
methods used are: Early diagnosis and treatment, case or carrier 
finding surveys, immunization, suppressive or prophylactic 
therapy, sanitation, personal hygiene, isolation and quarantine, 
education, clothing, and housing. Preventive medicine personnel 
should conduct or supervise physical inspections; analyze 
reporting methods; maintain records and charts and prepare 
special tabulations. Accurate diagnosis should be obtained 
by frequent consultations with ward officers and the laboratory. 
First cases and trends should be watched for by maintaining 
close liaison with dispensary surgeons. Liaison with local 
health authorities should be maintained in order to have available 
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information on communicable diseases and vectors which are 
present in military surroundings. (See also health education, 
sanitation, personal hygiene,and certain aspects of medical care.) 


Personal hygiene. The preventive medicine program should 
include supervision of the training of personnel in matters 
pertaining to personal hygiene. The effectiveness of personal 
hygiene of food handlers, including domestic servants should 
be under constant surveillance. The preventive medicine per- 
sonnel should (1) supervise, teach, and evaluate venereal dis- 
ease prevention methods; (2) study the recreation, rest, and 
sleeping habits of troops; (3) understand and discuss with com- 
manders and staff sections the personal habits of troops including 
consumption of alcohol, use of narcotics, and sexual indulgence; 
(4) recommend and evaluate the use of special protective clothing 
or devices and chemoprophylactic agents; (5) recommend and 
supervise the methods of protection from the effects of heat, 
cold, and sun including proper use of clothing and equipment; 
(6) provide prompt information and educational material regarding 
harmful plants, foods, beverages, animals, and arthropods, 
especially when troops move to new areas; and (7) evaluate and 
make recommendations regarding discipline and morale. 


Prevention of accidents and trauma. Time lost as a result 
of accidental trauma is a major contribution to the total days 
lost from duty, and trauma is the leading cause of deaths in 
military service. Each post commander is required to designate 
a safety officer (AR 385-10). The preventive medicine officer 
should maintain close liaison with the safety officer and assist 
in planning and supervising safety education and training. 
Special attention should be paid to the examination of drivers 
and equipment handlers. Records and epidemiologic data of 
accidents which cause loss of time from duty or are fatal should 
be maintained by the preventive medicine service. These data 
should be carefully evaluated. Adequate studies, recommenda- 
tions, and supervision should then be accomplished to prevent 
accidents. Hazards of recreation, swimming, fire, industrial 
operations, and poisons should be determined and eliminated 
or personnel adequately warned of their presence. 


Industrial hygiene. Surveys of all post activities should be 
made in order to catalogue the industrial operations which are 
being conducted. Industrial hazards should be studied and, 
when necessary, experts called in for consultations in order 
to determine the magnitude or existence of a hazard resulting 
from an industrial process. Elimination of hazards and super- 
vision of the use of protective equipment are important preventive 
medicine activities. Accident prevention, first aid, and the care 
and handling of machinery and equipment should be part of the 
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educational program. Painting, use of chemical solvents, and 
many other routine post activities can be health hazards. 


Certain aspects of medical care and rehabilitation are im- 
portant preventive medicine functions. Personnel should be 
educated and trained to report early symptoms of mental or 
physical conditions to a medical officer. Proper physician- 
patient contact should be fostered so as to encourage such 
reporting. The preventive medicine personnel should also (1) 
supervise nursing care and isolation technics, especially in 
the treatment of communicable diseases treated outside the 
hospital; (2) maintain records of andassist in correcting or 
controlling defects of children, especially in relation to eyes, 
teeth, and congenital or orthopedic defects; (3) teach members 
of the family to take temperature, administer insulin, and carry 
out physical reconditioning programs and other treatments as 
directed by the physician; and (4) assist dependents in securing 
hospitalization and medical care, especially for crippling ortho- 
pedic conditions, tuberculosis, and neuropsychiatric diseases 
when not available through post medical facilities. 


Administration and statistics. The preventive medicine officer 
must organize and administer a preventive medicine division for 
the purpose of maintaining, protecting, and improving the physical 
and mental health and efficiency of all personnel. The chief 
activities of the preventive medicine officer are planning, ad- 
vising, and supervising control measures against disease and 
injury. He should (1) maintain close liaison with the post en- 
gineer, laboratory officer, veterinary officer, quartermaster, 
food service personnel, safety officer, interested staff sections 
(such as chaplain, provost marshal, G-1, information and educa- 
tion, and inspector general), local public health and medical 
authorities, and others; (2) direct teams in detecting, preventing, 
and eradicating preventable diseases, injuries, and environ- 
mental health hazards; (3) plan and direct the preventive medicine 
training of medical personnel; (4) develop and implement programs 
for the prevention and control of epidemics; (5) recommend and 
Supervise preventive medicine research projects; (6) develop 
programs for detecting and correcting organic and functional 
defects as well as public health nursing care of dependents; 
(7) conduct inspections and supervise investigations and special 
studies to determine prevalence of disease and injury; (8) main- 
tain surveillance over all environmental health hazards; (9) 
recommend and supervise the administration of chemoprophy- 
laxis; and (10) plan, direct, and perform necessary technical 
functions in connection with chemical, biologic, and radiologic 
defense. 
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The collection, tabulation, evaluation, and presentation of 
statistical data is an essential part of the disease- and injury- 
control program. It is necessary to collect, record, and evaluate 
essential data in regard to strength, age, race, sex, births, and 
deaths; the incidence or prevalence of disease and injury; the 
number of days lost from duty; sick call rates; immunizations; 
and other data connected with the preventive medicine program. 
Reports and charts are prepared after studying collected data 
and should be a useful source of information for the surgeon 
and commander. The preventive medicine personnel should make 
sure that the necessary disease, death, and birth reports are 
submitted to civilian health authorities. 


Mental hygiene. The physical and mental health of a person 
are interdependent and a breakdown in one invariably affects 
the other. Conservation of manpower therefore must also include 
a preventive program in mental health. Most of the actions which 
determine mental health of troops are functions of command. 
Preventive medicine personnel must be alert to policies and 
situations which precipitate neuropsychiatric disorders and 
recommend measures to alleviate or remove these factors. The 
training of troops must take into account variations in individual 
physical and mental capabilities. Classification and reclassifica- 
tion of troops must be a fluid process. Constant attention must 
be given to the physical and social welfare of all personnel and 
constitutes what is known as care of the soldier or man manage- 
ment. Preventive medicine should maintain records of unit sick- 
call rates which are a sensitive indicator of unit morale and 
mental health. Other indicators are AWOL and court-martial 
rates. The preventive medicine officer, psychiatrist (if available), 
unit or dispensary surgeons, and unit commanders should work 
together in close harmony. Chaplains and others are frequently 
helpful. Mental hygiene is an art which the old family physician 
practiced skillfully. The present methods of medical care tend 
to eliminate this vital human factor. The need for adequate 
mental hygiene programs is great and should be an important 
part of a post preventive medicine program. 


Research and development. The preventive medicine personnel 
should evaluate procedures and equipment to determine what 
improvements can be made, Items of research interest in pre- 
ventive medicine should be reported to surgeons and higher 
authorities. The preventive medicine personnel should supervise 
and assist in preventive medicine research programs as estab- 
lished on the post and through appropriate channels should 
request the assistance of the Armed Forces Epidemiological 
Board, consultants, and others interested in disease and injury 
prevention procedures. 
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Maternity and infant health. The welfare and health of wives 
and children are of primary concern to all military personnel. 
The hospital obstetrical and pediatric services (if such services 
are available) with the help of the health nurse, should operate 
clinics which will insure adequate prenatal and postnatal care 
of mothers and infants in accordance with policies set forth 
by the Office of the Surgeon General. This service should 
operate through a health center under the supervision of the 
preventive medicine officer and public health nurse. Medical 
officers and nurses from the hospital service, as well as voluntary 
workers, should be used, if available, in the operation of these 
clinics. The public health nurse should be responsible for main- 
taining adequate records and the appearance at these clinics 
of the women and children, Emphasis should be placed on the 
health of the well baby and not on the diagnosis and treatment 
of disease. Guidance as to the infant’s weight, habits, diet, 
and protective immunizations should be accomplished in these 
clinics, The prenatal clinic should be integrated with the hospital 
or private obstetrical services. The public health nurse should 
instruct groups of pregnant women in the health center in matters 
pertaining to prenatal hygiene and the preparation and purchase 
of essential equipment for the mother and infant. Displays in 
the health center should emphasize complete practical lists of 
items necessary for the home care of the infant. The public 
health nurse, in co-operation with the local health department, 
should train and/or maintain a list of hygienically satisfactory 
maids and practical nurses who can assume the home care of 
mothers and infants. 


School health. The health program for schools under military 
jurisdiction should consist of: (1) advice and assistance in 
health education; (2) supervision of school sanitation, heat, 
light, and humidity; (3) physical examinations (about twice during 
a child’s school life); (4) immunizations; and (5) home nursing 
visits in reference to disease prevention and correction of defects. 
Although the preventive medicine officer should supervise and 
assist in making school health examinations, most of the work 
should be performed by other medical officers and volunteers. 
Defects should be recorded, discussed with the parents, and 
essential follow-up work accomplished in order to secure correc- 
tion of defects. Local public health or voluntary agencies might 
be used in conducting the program and seeing that defects are 
corrected. When post children attend civilian community schools, 
the preventive medicine officer and health nurse should maintain 
close liaison with local school-health agencies. 


Oral hygiene. Dental surveys of troops, dependents, civilian 
employees, and school children should be accomplished and, 
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where possible, arrangements made for the correction of defects. 
The educational program should contain information in regard 
to oral hygiene. The efficiency of dental hygiene as taught in 
the schools can be evaluated by dental surveys. Liaison and 
working relationships with post and local dentists, dental schools, 
or dental societies should be carried out in order to correct 
dental defects. 


Prevention of noncommunicable diseases and conditions. These 
include cancer, diabetes, heart disease, arthritis, epilepsy, 
malnutrition and overweight, and defects (orthopedic, congenital, 
visual, and those of hearing and speech). The education of 
military and civilian personnel as well as medical officers must 
be accomplished in order to control or alleviate these conditions. 
Special surveys to detect diseases and defects may be made, 
the results recorded, and nursing or medical follow-up ac- 
complished. The co-operation of women’s clubs, parent-teacher’s 
associations, and local civilian or national voluntary agencies 
should be obtained. 


Laboratory. The preventive medicine officer should be familiar 
with the laboratory services which are available locally, at 
other military installations, Army areas, and at the Department 
of the Army level. He should maintain close liaison with lab- 
oratory officers and evaluate or interpret laboratory reports when 
indicated. In co-operation with the laboratory, he should conduct 
special surveys to detect disease incidence or prevalence; 
assist and supervise the proper collection, handling and trans- 
mission of specimens; and keep laboratory officers advised of 
preventive medicine problems which might involve extra or sudden 
use of laboratory services. 


Liaison. Establishing and maintaining a close bond of inter- 
communication with all groups or persons concerned with the 
health and welfare of a military installation is necessary in 
order that a health program may provide maximal service and 
benefits. In the medical service this includes the veterinary 
officer, dental officer, industrial hygienist, laboratory officer, 
hospital registrar, nutritionist, medical intelligence officer, and 
chiefs of hospital services, and outpatient service or dispensary. 
Other post personnel include the quartermaster, engineer, safety 
officer, food service officer, post exchange officer, provost mar- 
shal, chaplain, personnel officer (G-1), and inspector general. 
Liaison with the Navy and Air Force; local, state, and federal 
health and welfare authorities; and voluntary health agencies 
should also be maintained. 
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SUMMARY 


Preservation of health and prevention of manpower wastage 
through a preventive medicine program is a most essential activity 
of the Army Medical Service. The fulfillment of the mission of the 
Medical Service depends to a great degree on the preventive medi- 
cine measures adopted at each Army post, camp, or station. This 
program is designed to produce healthy, efficient soldiers, with a 
minimal wastage of manpower through illness, injury, separation, 


or death. 


BOOK REVIEWS 


The Physiologic Effects of Wounds; Medical Department, United States Army, 
Surgery in World War II, by The Board for the Study of the Severely 
Wounded, North African-Mediterranean Theater of Operations. 376 
pages; illustrated. Office of the Surgeon General, Department of the 
Army, Washington, D. C., 1952. 


This volume presents the physiologic effects of wounds as 
observed: by a group of well-qualified doctors who present a 
wealth of observations but few conclusions. Determination 
was made of the consequences of wounds as evidenced by 
changes in body chemistry, blood, and urine when the patients 
were first hospitalized. Data on blood losses, hematocrit, serum 
proteins, and ion balance were obtained and patients categorized 
as to the level of shock. Significant and fairly constant variations 
from normal were observed although physical difficulties imposed 
on the analytic facilities and variations of environment and 
problems due to the exigencies of combat somewhat impaired 
“standard” conditions under which observations could be made. 
Sulfobromophthalein studies of liver function were related to 
the severity of the wound, the time elapsed since wounding, and 
to anesthesia and operation. Renal function was similarly studied 
using sulfobromophthalein, glomerular filtration rates, con- 
centration tests, effective plasma flow, and tubular excretory 
capacity for para-aminohippuric acid. Although the lesions 
associated with traumatic shock were observed, few conclusions 
were drawn except that the fat vacuolation of various organs was 
evidence of parenchymatous injury. An abundance of charts, 
tables, and a few excellent color photographs of crash injuries 
and gross and microscopic kidney lesions document in detail 
the material collected.—Col. D. S. Wenger, USAF (MC) 
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Syphilitic Optic Atrophy, by Walter L. Bruetsch, M. D., Clinical Professor of 
Neurology and Psychiatry, Indiana University School of Medicine; 
Clinical Director and Head of the Research Department, Central State 
Hospital, Indianapolis, Ind.; Special Consultant to the U. S. Public 
Health Service, Division of Venereal Diseases, Washington, D. C. 
American Lecture Series, Publication No. 142, A Monograph in The 
Bannerstone Division of American Lectures in Ophthalmology. Edited 
by Donald J. Lyle, M. D., F. A. C. S., Professor of Ophthalmology, 
College of Medicine, University of Cincinnati, Cincinnati, Ohio. 138 
pages; illustrated. Charles C Thomas, Publisher, Springfield, Ill., 
1953. Price $5.50. 


This comprehensive monograph is divided into 7 sections, 
beginning with the introduction, and including historical notes, 
incidence and frequency of syphilitic optic atrophy, and closing 
with its prevention. The author devotes considerable space to 
the neuropathologic aspects of syphilitic optic atrophy and il- 
lustrates the pathologic findings in several patients with many 
excellent photographs. He stresses the early diagnosis and treat- 
ment of this disease. This book should be of great value to the 
ophthalmologist and should be helpful to all physicians in making 
an early diagnosis and starting early treatment for this disease. 
Dr. Bruetsch is a recognized neurologist and authority on syphilis 
of the central nervous system. He has included a very complete 
bibliography.—Col. S. L. Cooke, MC, USA 


The Basis of Clinical Neurology, The Anatomy and Physiology of the Nervous 
System in Their Application to Clinical Neurology, by Samuel Brock, 
M. D., Professor of Neurology, College of Medicine, New York University. 
3d edition. 510 pages; illustrated. The Williams and Wilkins Co., 
Baltimore, Md., publishers, 1953. Price $7. 


This new edition has been extensively revised. It is small, 
handy, and well written. The paper has been improved and the 
printing is much easier to read than in the previous editions. 
There is no justifiable criticism which could be directed toward 
this book which is the only one of its kind. Although it is par- 
ticularly useful for the neurologist and the neurosurgeon, it is 
sufficiently readable to be of great value to the general prac- 


titioner or anyone else interested in neurology. 
—Comndr. H. S. Colony, MC, USN 
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THE TREPONEMAL IMMOBILIZATION 


TEST IN THE DIAGNOSIS OF 
SYPHILIS 


FRANK W. CHORPENNING, Lieutenant Colonel, MSC, USA (1) 


NE of the newest and most promising laboratory tests for 

use in the diagnosis of syphilis is the treponemal im- 

mobilization (TPI) test introduced by Nelson and Mayer (2). 
It resulted from the development of a survival medium for virulent 
Treponema pallidum (3) and the observation of the phenomenon of 
specific immobilization of 7. pallidum by syphilitic antiserum in 
the presence of complement (2). This loss of motility is believed 
to indicate death of the organism (2, 4). The test is the first 
successful in vitro measurement of specific treponemal anti- 
body in syphilis and the antibody has been shown by absorption 
experiments to be distinct from syphilitic reagin (2, 5). 


From the accumulated investigations of several workers with 
the immobilization phenomenon, it is now believed that the 
mechanism of the reaction is based on the specific combination 
of antigen and antibody (2, 5). Although combination will take 
place in the absence of complement, immobilization will not 
ensue until complement has been added (2, 5, 6). The amount 
of complement fixed in immobilization appears to be very small 
(5, 7). The reaction is dependent, kinetically, on the temperature 
and Concentrations of antigen, antibody, and complement (2, 8, 9). 





(1) 4th Medical Field Laboratory. 
(2) Nelson, R. A., Jr., and Mayer, M. M.: Immobilization of Treponema pallidum in 


vitro by antibody produced in syphilitic infection. J. Exper. Med. 89: 369393, 1949. 

(3) Nelson, R. A., Jr.: Factors affecting the survival of Treponema pallidum in 
vittro. Am. J. Hyg. 48: 120-132, July 1948. 

(4) Thompson, F. A., Jr.; Greenberg, B..G.; and Magnuson, H. J.: Relationship be- 
tween immobilizing and spirocheticidal antibodies against Treponema pallidum. J. Bact. 
60: 473-480, Oct. 1950. 

(5) Magnuson, H. J., and Thompson, F. A., Jr.: Treponemal immobilization test of 
notmal and syphilitic serums. J. Ven. Dis. Inform. 30: 309320, Nov. 1949. 

(6) Seldeen, M.: Personal communication, 

(7) Thompson, F. A., Jr., and Magnuson, J. H.: Studies on increasing sensitivity of 
treponemal immobilization test for syphilis. Am. J. Syph. 35: 21-34, Jan. 1951. 

(8) Nelson, R. A., Jr.; Diesendruck, J. A.; Zheutlin, H. E. C.; Stack, P. S.; and 
Barnett, M.: Studies on treponemal immobilizing antibodies in syphilis; techniques of 
measurement and factors influencing immobilization. J. Immunol. 66: 667685, June 1951. 


(9) Chorpenning, F. W.: Unpublished data. 
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For rcutine screening and diagnosis, the value of the standard 
serologic tests for syphilis (STS) which measure reagin is un- 
questioned. There have been persistent comments (10-18) which 
clearly indicate the need for a serologic test based on the pres- 
ence of a bacterially specific antibody. This is particularly 
important in the study of the clinically negative patient whose 
serum reacts with the lipoid antigens of the STS, and who may 
therefore be either a latent syphilitic or a biologically false 
positive STS reactor. 


THE TEST AS USED IN THE ARMY 


For about 18 months, the TPI test has been under study at the 
Army Medical Service Graduate School, Washington, D. C., having 
been instituted under my direction. Although it unquestionably 
requires special equipment and well trained personnel, it has 
proved to be a practical and reproducible laboratory procedure. 
Other laboratories are successfully using it in the study of syph- 
ilis (7, 19-21). 


(10) Kolmer, J. A.: Clinical Diagnosis by Laboratory Examinations. D. Appleton- 
Century Co., Inc., New York, N. Y., 1944. pp. 552°555. 

(11) Davis, B. D.: Biologic false positive serologic tests for syphilis. Medicine 23: 
359-414, Dec. 1944. 

(12) Stokes, J. H.; Beerman, H.; and Ingraham, N. R.: Modern Clinical Syphilology. W. 
B. Saunders Co., Philadelphia, Pa., 1945. p. 73. 

(13) Neurath, H.; Volkin, E.; Erickson, J. O.; Craig, H. W.; Putnam, F. W.; and Cooper, 
G.'R.: Biologic false positive reactions in serologic tests for syphilis; preparation and 
properties of serologically active serum globulin fractions obtained by fractional pre- 
cipitation with ammonium sulfate. Am. J. Syph., Gonor. & Ven. Dis. 31: 347+373, July 1947. 

(14) Erickson, J. O.; Volkin, E.; Craig, H. W.; Cooper, G. R.; and Neurath, H.: Bi- 
ologic false positive reactions in serologic tests for syphilis; preparations and properties 
of serologically active serum euglobulin fractions obtained by isoelectric precipitation. 

Am. J. Syph., Gonor. & Ven. Dis. 31: 374*396, July 1947. 

(15) Volkin, E.; Neurath, H.; Erickson, J. O.; and Craig, H. W.: Biologic false positive | 
reactions in serologic tests for syphilis; preparation and properties of serum protein 
fractions which inhibit biologic false positive reactions. Am. J. Syph., Gonor. & Ven. | 
Dis. 31: 397-412, July 1947. 

(16) Volkin, E.; Neurath, H.; and Craig, H. W.: Biologic false positive reactions in 
serologic tests for syphilis; quantitative aspects of inhibition phenomenon. Am. J. 
Syph., Gonor. & Ven. Dis. 31: 413-435, July 1947. 

(17) Neurath, H.; Volkin, E.; Craig, H. W.; and Erickson, J. O.: Biologic false positive 
reactions in serologic tests for syphilis; preliminary survey analysis with euglobulin- 
inhibition method for serologic differentiation between true and biologic false positive 
reactions. Am. J. Syph., Gonor. & Ven. Dis. 31: 436°456, July 1947. 

(18) Putnam, F. W.; Volkin, E.; Craig, H. W.; and Neurath, H.: Biologic false positive 
reactions in serologic tests for syphilis; partial purification of antibodies of syphilitic 
human sera by adsorption on freshly precipitated calcium phosphate. Am. J. Syph., Gonor. 
& Ven. Dis. 31: 457-468, July 1947. t 

(19) Nelson, R. A., Jr.: Treponemal immobilization test in U. S. Navy. Am. J. Syph. 

37: 1-8, Jan. 1953. : 















































(20) Durel, P.; Sausse, A.; and Borel, L. J.: Treponemal immobilization test. Brit. J. t 
Ven. Dis. 28: 68-79, 1952. b 
(21) Reyn, A., and Nielsen, H. A.: Preliminary results in treponemal immobilization ‘ 


test (Nelson). Acta dermat.-venereol. To be published. 
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The medium used for sustaining the treponemas in vitro con- 
tains a final concentration after serum and complement have been 
added of 2 percent fraction V of bovine plasma (Armour), 0.14 
percent dibasic sodium phosphate, 0.05 percent monobasic potas- 
sium phosphate, 0.03 percent sodium thioglycollate, 0.03 percent 
glutathione, 0.02 percent cysteine hydrochloride, 0.01 percent 
sodium pyruvate, 0.06 percent sodium bicarbonate, 5 percent 
Simm’s ultrafiltrate of ox blood serum (Microbiological Associ- 
ates), and the remainder physiologic saline solution (§)} These 
components are prepared first as stock solutions of concentra- 
tions as shown in table 1 and are mixed just prior to use. The 
stock solutions are stored in the deep freeze or refrigerator 
depending on their stability. 


TABLE 1. Concentrations of stock solutions in percent 


Fraction V of bovine plasma 5.0 
Dibasic sodium phosphate 1.42 
Monobasic potassium phosphate 2.04 
Sodium thioglycollate BS 
Glutathione P23 
Cyteine hydrochloride 0.63 
Sodium pyruvate 1.0 
Sodium bicarbonate 1.26 


Simm’s ultrafiltrate of ox blood serum und ilute 


The ultrafiltrate of bovine serum is included to insure an 
adequate amount of the 7. pallidum survival factor. Knowledge 
as to the nature of this factor, mentioned by Nelson (3) in his 
original paper, was gained by the studies of Rice and Nelson 
(22). A hitherto unknown crystalline compound, shown to possess 
a beneficial effect on the survival of treponemas in vitro, was 


isolated from beef serum and yields the formula C19H999) 


It has a melting point of from 95 to 98° C. and a specific rota- 
9 
tion[x<} 3 - +18° (H,O, C 2.0). A concentration of from 3 to 375 


gamma per ml. of the compound was shown to prolong the sur- 
vival of 7. pallidum to the same extent as did a 5 percent con- 
centration of ultrafiltrate of bovine serum or “normal” tissue ex- 
tracts. 

Treponemal suspension. T. pallidum. (Nichols strain) in tes- 


ticular emulsion are inoculated intratesticularly into male rab- 
bits of about 2.5 kg. weight and maintained in a new group of 





(22) Rice, F. A. H., and Nelson, R. A., Jr.: Isolation frum beef serum of survival fac- 
tor for Treponema pallidum. J. Biol. Chem. 191: 35°41, July 1951. 
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rabbits by passage immediately after the onset of a definite 
orchitis. After preliminary passages, the average incubation 
period can be made to approximate 8 days. When the early orchi- 
tis (1 or 2 days after onset) is diagnosed by palpation, the tes- 
ticular syphiloma is aseptically removed from the scrotal sac, 
sliced by making 8 transverse and 1 longitudinal sections, and 
washed in chilled sterile 0.85 percent saline solution. The 
slices are then placed in a flask containing medium under an 
atmosphere of 95 percent nitrogen and 5 percent carbon dioxide 
and gently agitated for 1 or 2 hours at a temperature of 35° C. 
Counts of the number of the treponemas per ml. in the resulting 
suspension are made by dark-field examination and from 3 to 7 or- 
ganisms per high dry field (calibrated at about 5 million per ml.) 
is considered optimal. The treponemal suspension is poured off, 
centrifuged to remove any gross debris, and used for the test. 


Test protocol. The test is set up after the manner of Nelson 
and Mayer (2), as modified by Nelson et al. (8) This method uses 
0.05 ml. of serum, 0.05 ml. of undiluted pooled guinea pig serum 
as a source of complement (C ), and 0.4 ml. of the treponemal 
suspension. Our guinea pig serum pool titers have ranged between 
700 and 900 units of hemolytic activity as measured by the Kent 
technic (23). A parallel tube for each serum contains 0,05 


ml. of guinea pig serum, preheated for 30 minutes at 56° C., as a 
C -free control. After 18 hours anaerobic incubation at 35° C., a 
portion of the test suspension is removed by platinum loop and a 
wet mount is prepared for dark-field examination. The percent of 
motile organisms in the control tube minus the percent of motile 
organisms in the test sample is divided by the percent of motile 
organisms in the control tube. This gives the percent specifically 
immobilized. We have followed Nelson’s criteria of considering 
50 percent specific immobilization a positive test; from 20 to 49 
percent immobilization, as doubtful; and below 20 percent, as 
negative. If quantitative results are desired, the percent of or- 
ganisms specifically immobilized with the various (at least 3) 
serum dilutions are recorded on a semilogarithmic graph, plotting 
the reciprocal of the dilution logarithmically and the percent of 
organisms specifically immobilized linearly. The reciprocal of 
the dilution at which specific immobilization of 50 percent of the 
treponemas occurs (IT 59) is read as the titer after the method of 


Nelson et al. (8). 


Controls. In addition to the C’-free control for each individual 
serum as described above, the following controls are included: 
(1) one tube as the medium control, being a tube in which 0.1 ml. 
of saline solution has been added to the suspension instead of 


(23) Kent, J. F.: To be published. 
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serum and C’ and, therefore, indicating the ability of the medium 
to support survival of the organisms; (2) two tubes for determina- 
tion of the presence of sensitization of the treponemas in vivo (8), 
both containing treponemal suspension and ultrafiltrate of bovine 
serum instead of the test serum, one containing C’ and the other 
containing heated guinea pig serum; (3) four tubes for a 3-dilution 
positive serum control and a matched complement-free control; 

and (4) the residual C examination (an approximate determination 
that an adequate amount of C’ remains in all test samples con- 
taining serum and C’ at the completion of the 18 hours of incuba- 


tion). 


Precautions. Several Special precautions are essential if good 
results are to be secured with the test. To begin with, all serums 
to be tested should be sterile and free from preservatives. Various 
therapeutic agents have been shown to kill treponemas in vitro 
even when present in minute quantities (2, 3) Although peni- 
cillin is probably the most effective and most frequently en- 
countered among these, several other antibiotics are known to 
exhibit nonspecific immobilizing effects (24). 


Another pitfall is the occurrence of either partial or complete 
sensitization of the treponemas by antibody produced in the 
animal host in vivo. This occurs frequently in orchitides which 
have progressed too far. Treponemas so sensitized will be im- 
mobilized by C alone and so may give what appear to be false 
positive immobilization tests. Though monitored by the control 
tubes previously described, the use of sensitized organisms must 
be avoided because the results of all such tests have to be dis- 
carded. Accurate diagnosis of the early orchitis is an art which 
can be learned with experience, and careful daily examination of 
the animals will make it possible to avoid the occurrence of sen- 
sitization. 


Encouraging results of technics which use treatment of animals 
with nitrogen mustard (25) or with x-radiation (26) prior to infec- 
tion and thus inhibit the production of antibody by the rabbit 
have been reported recently. An adequate supply of complement is 
essential if false negatives are to be avoided. Caution is nec- 
essary because, in terms of 50 percent hemolytic units, the amount 
of C required to insure a completed reaction appears high. The 
explanation is that a great loss of C occurs nonspecifically 
during incubation at 35° C. The use of large amounts of C in the 
test mixture, as noted in the test protocol, and a careful residual 
C’ determination, made after the test is completed, provide a 
reasonable safeguard against false negative tests. 


(24) Nelson, R. A., Jr.: Personal communication. 
(25) Seldeen, M. J., and Mayer, M. M.: Personal communication. 
(36) Nelson, R. A., Jr.: Personal communication. 
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Modifications. Although it is desirable that the conditions of 
the test be kept uniform for evaluation studies or diagnostic pur- 
poses, there should be no objection to modifications which do not 
invalidate the final outcome of the test. Investigations at the 
Army Medical Service Graduate School have shown promise that 
2 such changes in procedure may simplify the technics used. One 
of these is preservation of the rabbit testicular syphiloma by 
freezing at 60°C. (27). Thus it is possible to elute the treponemas 
from the syphiloma at will and to perform the test at any time 
desired. The other is a change in the maintenance temperature of 
the source rabbits during the incubation period. It has been cus- 
tomary to use an air-conditioned room (at from 16° to 18° C.) which 
involves the high cost of special temperature control units. Pre- 
liminary data (9) indicate that these conditions may not be essen- 
tial. Seventy-seven of 80 rabbits, inoculated with 7. pallidum and 
maintained without air-conditioning in a room at a temperature of 
from 20° to 30° C., developed satisfactory syphilomas and were 
used in TPI tests. None of these exhibited any undesirable 
characteristics which could be attributed to the higher tem- 
perature. There was no development of sensitization in vivo ex- 
cept when the orchitis was allowed to progress too far before 
harvesting. The incidence of these cases was not abnormally 
high. 


REPRODUCIBILITY 


Using 5-fold dilutions of 3 different human syphilitic serum 
pools, Magnuson and Thompson (5) showed the test to be sur- 
prisingly reproducible, but they did not state their results in 
terms of IT. 4 titers. Nelson et al. (8) reported on a series of 


titrations of one syphilitic serum pool using the quantitative im- 
mobilization test in which they secured a mean titer (IT 5) of 585 


and a standard deviation of + 130 (22 percent). 


Working with 2-fold and 3-fold dilutions of 3 serums, I obtained 
reproducibility usually within + 35 percent. It would appear safe 
to assume that a reproducibility of about + 35 percent can usually 
be expected when titrations are carefully performed under the 
specified test conditions. This can be interpreted in terms of 
being reproducible within a 3-fold dilution and frequently within a 
2-fold dilution. 


It is possible that this reproducibility may be improved when 
certain test conditions are more rigidly controlled. For example, 
variations in complement concentration undoubtedly result in 
changes in titer unless the test is modified in such a way that im- 
mobilization will proceed until antibody is exhausted. This would 





(27) Chorpenning, F. W.; Sanders, R. W.; and Kent, J. F.: Treponemal immobilization 
test using organisms from frozen testis. Am. J. Syph. 36: 401-406, Sept. 1952. 
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entail an increased incubation time and/or greatly increased 
amounts of C. Again, promising results have been reported which 
indicate that a higher degree of reproducibility may be attained 
when a longer test period is used (25). 


SPECIFICITY AND SENSITIVITY 


The TPI test shows every promise of being extremely specific. 
There have been no reports of valid positive tests being secured 
with normal human or animal serums, or in studies of diseases 
other than syphilis. There has been 1 isolated instance of 6 posi- 
tive tests being reported from a study of 63 probable biologically 
false positive reactors (28). These may well have been true 
syphilitic serums with low titer STS, but even including them as 
part of the 417 tests on human nonsyphilitic serums reported in 
the literature, the specificity is 99 percent. This figure is of even 
greater significance in view of the fact that almost half of the 
serums were from patients with a variety of diseases other than 
syphilis rather than from normal persons. 


The sensitivity of the test is better than that recorded for any 
of the 5 standard tests as evaluated by the American Evaluation 
Committee in 1939, 1940, and 1941 (29). These include the major 
tests in use prior to introduction of cardiolipin antigen and the 
cardiolipin microflocculation test. In evaluation studies at the 
Army Medical Service Graduate School, as reported at the New 
York City Cardiolipin Conference, 18 December 1947, the sen- 
Sitivity (total positive and doubtful tests) of 2 of these cardio- 
lipin microflocculation tests (Rein-Bossak and VDRL) was about 
81 percent. The sensitivity of the TPI test, based on 911 valid 
tests of syphilitic serums collected from the literature (positive 
tests only), was 90 percent. If doubtful tests were included, this 
figure would be better than 91 percent. Many doubtful and negative 
results occurring in this group were from patients with early 
syphilis in whom, presumably, antibody had not yet been given 
time to rise to detectable levels. 


INTERPRETATION 


Any laboratory test must be evaluated and criteria for interpreta- 
tion established before it can be adopted for use. This principle 
is especially important as regards the use of the TPI test as an 
aid in the diagnosis of syphilis, because relatively reliable tests 
(STS) are presently in use. During the 4 years since the intro- 
duction of the TPI test, a number of studies have been pre- 


(28) Mohr, C. F.; Moore, J. E.; Nelson, R. A., Jr.; and Hill, H. J.: Studies on relation- 
ship of treponemal antibody to probable biologic false positive serologic tests for 
syphilis. Am. J. Sy ph. 34: 405-409, Sept. 1950. 

(29) Kahn, R. L.: Serology in Syphilis Control. Williams & Wilkins Co., Baltimore, Md., 
1942. 
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TABLE 2. Summary of results of TPI tests by diagnostic category 
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Clinical fac- 
diagnosis tary 
| 
Presumed normal 0 0 0 
0 0 0 
0 0 : 
6 | 1 0 
Total * | ~~ 1 
Diseases other | 
than syphilis 20 | (2) 0 | o 16 4 
81 | (6) 0 ! 0 81 0 
87 (31) 0 | 0 oe 3 
12** | (31) 0 | 0 12 0 
2 (28) 0 0 2 0 
Total 202. ry ry 195 7 
Primary syphilis 20 (2) 10 3 7 0 
22 (5) 10 1 11 0 
33 (31) 23 4 | 3 3 
ll M | 6 1 4 | 0 
Total ‘- | “49° “9 "25, | 3 
Secondary | 
syphilis 20 | (2) 20 0 0 0 
139 =| = (5) 156 7 26°e**; 0 
31 (31) 31 0 0 0 
108 (7) 98 0 9 1 
Total “348 305 7 35° T 
Presumed latent 
syphilis | 126 (2) 125 0 1 0 
| 51 (31) 51 0 0 0 
| 67*** | (28) 50 1 | 16 0 
5 e/ 5 0 | 0 0 
Total 249 231 7. 17 “O 
Late syphilis | 20 (2) 20 0 0 0 
| 7 | GD B 0 0 1 
126*** (28) 121 1 4 0 
1 0 0 0 
Total 221. -_ = 1 













pn fF -—~- ea 


5b. lt=-m<z mM 








" 


June 1953) TREPONEMAL IMMOBILIZATION TEST 815 


TABLE 2. ee of results of TPI tests by diagnostic category—Cortinued 
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Congenital | 
syphilis 5 | (2) 5 | 0 0 | 0 
7 | . 7 0 0 0 
1 | ¢ 1 0 | 0 | 0 
| — — — — 
Total | 13 13 0 | 0 0 
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*Supposed chronic biologically false positive STS reactors. 
**These patients had transient positive STS while ill with diseases other than syphi- 
lis. 
***Previously treated patients. 
****Figure revised toa total of § negative and ] doubtful on re-examination. 


sented which include data regarding such evaluation. These are 
briefly summarized here in an attempt to establish some criteria 
for interpretation of test results. 


From a total of 1,342 tests reported in the literature, 917 were 
made on serums from patients diagnosed as syphilitic and 813 
of these yielded positive results; 190 were on patients with dis- 
eases other than syphilis, and 235 were on “normal” serums. 
These latter were all negative except as noted in the next para- 
graph. The clinical categories are shown in table 2. 


With the exception of patients reported by Mohr et al. (28) a 
definite pattern is noted. Patients with late syphilis are con- 
sistently positive, and a few negative and doubtful tests occur 
in the early stages of the disease. In this connection it is to be 
noted that 16 of these negative tests occurred in a group which 
had been diagnosed on the basis of probable syphilis. There was 
no Clinical basis for a positive diagnosis because they were 
presumed to have latent syphilis. 


Thus, we have a picture, similar to that in other immunologic 
responses, in which a period of antibody elicitation is necessary 
before serologic tests become positive. The titer follows a rising 
curve during this period. Experimental work in rabbits by Turner 
and Nelson (30) would appear to confirm this. 


It has been shown that the TPI test is at least 99 percent 
specific and can be relied on to give few if any positive results 
with nonsyphilitic serums. Thus, our interpretation starts on the 
firm ground of exclusion of false positive reactions. Admittedly, 


(30) Turner, T. B., and Nelson, R. A., Jr.: Relationship of treponemal immobilizing 
antibody to immunity in syphilis. Tr. A. Am. Physicians 63: 112-117, 1950. 
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the test is of no exceptional value in primary syphilis, and can 
only be expected to be positive in about 57 percent of such pa- 
tients. This figure may change on further study because the series 
is small, The greater dependability of the dark-field examination, 
therefore, eliminates the necessity of the TPI test and the STS in 
the diagnosis of primary syphilis. 


In secondary syphilis, the results to be anticipated with the 
TPI test have been questioned by Magnuson and Thompson (5, 7). 
At first they found 17.5 percent negative or doubtful but upon re- 
examination in the presence of adequate amounts of complement, 
this finding was revised to 4 percent. It is believed that the true 
figure lies somewhere between this and zero, but statistics on 
many patients will be necessary before this can be established. 
For the present, it will suffice to say that, although a few patients 
with early secondary syphilis may give negative TPI tests, the 
large majority will be positive. For practical purposes, we can 
expect these latter to be greater than 90 percent. 


In the final analysis, the important point in evaluating the TPI 
test, as regards its use in the diagnosis of syphilis, is whether 
its employment will result in benefits to a greater number of pa- 
tients. To determine this, it must be compared with the best of 
present diagnostic methods. In the preceding paragraphs on 
specificity and sensitivity this has been done with regard to 
syphilis in general and it has been seen that the comparison is 
favorable. Also it has been pointed out that use of the test is 
contraindicated in early clinical syphilis. From this it can be 
seen that the greatest value of the TPI test is in the latent or 
late symptomatic stages of syphilis, or with patients whose serums 
give biologic false positive reactions with STS. 


All patients with late syphilis examined by the TPI test have 
been positive except for 5 reported by Mohr et al. (28) These 
latter patients had all been treated and their disease could not be 
shown to be clinically active at the time of testing. Thus, from a 
total of 233 such patients, 2 percent, or less, had negative tests. 


Patients with latent syphilis and a history of suggestive lesions 
have yielded 100 percent positive tests, but, of 249 probably 
latent syphilitics reported, only 93 percent had positive tests. 
All 16 patients with negative TPI tests had been previously 
treated for latent syphilis. Therefore it would seem that we can 
expect between 93 and 100 percent of latent syphilitics to react 
positively to the test, and on this basis we could fail to treat 7 
or less out of 100 patients actually infected. On the other hand, if 
we rely on the STS in diagnosing latent syphilis, we may treat a 
larger number who have no syphilis (false positive reactors). This 
was pointed out by Kahn (29) who showed that each percent of 
nonspecificity may be 33 times that of sensitivity in terms of the 
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number of false positive reactors in a given population. He also 
stated that the baseless assumption has been that “since persons 
who have syphilis give positive serologic reactions, those who 
give positive serologic reactions have syphilis.” The latter 
conclusion has been disproved because supersensitive STS have 
been devised which give positive reactions consistently on some 
normal human and animal serums. 


In a comparative study of 496 untreated patients who were 
“seropositive only,” only 51 percent of the serums positive by 
the Kahn test were positive by the TPI test (19). These patients 
were selected on the basis of a positive Kahn test in the absence 
of history, clinical symptoms, and treatment. The difference in 
results, when compared with 93 percent for latent syphilitics, 
strongly suggests that the specificity of the STS is poorer than 
has been previously suspected, 


In addition to the above cited patients, a most interesting use 
of the TPI test was reported by Nelson et al. (3/ ). In their studies, 
serums which were repeatedly negative with the standard STS 
were obtained (1) from 5 patients who were carefully studied and 
diagnosed as having late symptomatic syphilis, (2) from 1 patient 
with proved latent syphilis, and (3) from 1 patient with late con- 
genital syphilis with stigmata. All of these patients had positive 


TPI tests. 


IMMUNOLOGIC CONSIDERATIONS 


Magnuson and Thompson (5) stated that “it does not follow, 
however, that the titer of the immobilization test is a direct 
measure of the patient’s or animal’s immunity.” In 1950, Turner 
and Nelson (30) published results of studies on this relationship 
from which they concluded that “in general the level of im- 
mobilizing antibody is a reliable guide to the degree of resis- 
tance of the host to reinfection.” Later Magnuson et al. (32) 
presented further data on this relationship from which they con- 
cluded that the measurement of circulating immobilizing antibody 
is a poor measure of immunity. 


The immunologic relationship between the causative organisms 
of syphilis, yaws, and venereal spirochetosis of rabbits were 
investigated by Khan et al. (33). Using the TPI test, they dem- 


(31) Nelson, R. A., Jr.; Zheutlin, H. E. C.; Diesendruck, J. A.; and Austin, P. G. M., 
Jr.: Studies on treponemal immobilizing antibodies in syphilis; incidence in serum and 
cerebrospinal fluid in human beings and absence in “biologic false positive” reactors. 
Am. J. Syph. 34: 101-121, Mar. 1950. 

(32) Magnuson, H. J.; Thompson, F. A., Jr.; and McLeod, C. P.: Relationship between 
treponemal immobilizing antibodies and acquired immunity in experimental syphilis. J. 
Immunol. 67: 41-48, July 1951. 

(33) Khan, A. S.; Nelson, R. A., Jr.; and Turner, T. B.: Immunological! relationships 
among species and strains of virulent treponemes as determined with treponemal im- 


mobilization test. Am. J. Hyg. 53: 296-316, May 1951. 
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onstrated a significant cross reactivity between 7. pallidum, 
Treponema pertenue, and Treponema cuniculi, although the degree 
of reactivity using T. pallidum and T. pertenue antiserums against 
T. cuniculi and vice versa was consistently lower than with 
homologous antiserum or in cross reactions between 7. pallidum 
and 7. pertenue. This confirmed earlier animal challenge obser- 
vations (34) and studies in man (35, 36) which indicated anti- 
genic cross reactions between 7. pallidum and 7. pertenue and, 
to a lesser degree, with 7. cuniculi. They also studied the im- 
munologic relationship of 7. pallidum to Reiter, Kazan, and S-26 
strains of nonvirulent cultivable spirochetes. No immobilizing 
activity against 7. pallidum could be demonstrated with anti- 
serums produced by inoculation with nonvirulent spirochetes. 


CONCLUSIONS 


The TPI test shows great promise in the diagnostic problems of 
syphilis such as the differentiation of patients who have latent 
syphilis from false positive reactors with standard STS. Be- 
cause it depends on the combination of a specific antibody with 
its antigen, it has a very high specificity. Its sensitivity is 
superior to the standard STS’s and the reproducibility is as good 
as that of STS’s in general. The antibody measured is distinct 
from reagin. 


The test is indicated in the tentative diagnoses of latency or 
suspected biologically false positive reactions, and it can be 
relied on to give positive results in at least 98 percent of patients 
with late syphilis. In patients suspected of primary or early sec- 
ondary syphilis, its routine use is not indicated because, pre- 
sumably, there is insufficient antibody to yield positive results 
in a higher percentage than would be discovered by the STS. The 
precautions necessary to insure avoidance of false positive and 
false negative reactions are (1) prevention of significant in vivo 
sensitization of the treponemas used for the test and (2) provision 
for adequate complement in each test sample. To assure these, 
certain controls are necessary. 


Although the TPI test must be performed carefully and is a 
complicated laboratory procedure, it can be successfully used in a 
qualified consulting laboratory. Four of the greatest difficulties 
in its performance show promise of solution. The first of these is 
the need for fresh syphilomatous rabbit testes as a source of 
motile treponemas, which may be surmounted by the preservation 
of the testicular syphiloma by freezing. The second is the re- 












































(34) Turner, T. B.; McLeod, C.; and Upduke, E. L.: Cross immunity in experimental 
syphilis, yaws, and venereal spirochetosis of rabbits. Am. J. Hyg. 46: 287-295, Sept. 
1947. 

(35) Jahnel, F., and Lange, J.: Syphilis und Framboesie im Lichte neuerer Ex- 
perimenteller Untersuchungen. Klin. Wchnschr. 7: 2133-2140, Nov. 4, 1928. 

(36) Turner, T. B.: Resistance of yaws and syphilis patients to reinoculation with 
yaws spirochetes. Am. J. Hyg. 23: 431-448, May 1936. 





— 








| 
| 








June 1953) TREPONEMAL IMMOBILIZATION TEST 819 


quirement for an expensive air-conditioned rabbit room. Preliminary 
data indicate this may be omitted without appreciable lengthening 
of the incubation period or introduction of any variable which will 
alter the end result of the test. The third is the constant danger of 
obtaining partially sensitized treponemas from testicular lesions. 

Preliminary data cited in the text indicate that the development of 
antibody in the rabbit host may be inhibited or delayed by pre- 
treating the animals with nitrogen mustard or by x-radiation just 
prior to infection. The fourth involves the degree of reproducibility 
of quantitative results. Here again the preliminary data of 2 
groups of investigators suggest that a longer period of incubation 
of the test mixtures will allow for complete combination of anti- 
body, antigen, and C. Thus end-point measurements may be 
made. With this technic, minor variations in temperature and C 

concentration (provided excess C is present) will not change the 
final degree of immobilization. 


The TPI test provides a highly specific method of establishing, 
or eliminating, a diagnosis of syphilis in patients suspected of 
having infection on the basis of a positive STS. 





BOOK REVIEWS 


Pain Syndromes and Their Treatment, With Special Reference to Shoulder- 
Arm Pain, by James M. Tarsy, M. D., Chief, Arthritis Clinic, University 
(New York Postgraduate) Hospital, New York University-Bellevue Medi- 
cal Center; Associate Visiting Physician, Bellevue and University 
Hospitals; Assistant Clinical Professor of Medicine, Postgraduate 
Medical School, New York University, New York, N. Y.; Chief, Arthri- 
tis Clinic, St. Mary’s Hospital, Brooklyn, N. Y. 592 pages; illustrated. 
Charles C Thomas, Publisher, Springfield, Ill., 1953. Price $12. 


This book is a study of all of the conditions that affect the 
neck and shoulder girdle area. Doctor Tarsy approaches the sub- 
ject from its anatomic, neurologic, myologic, pathologic, and 
orthopedic aspects. He discusses the many syndromes that in- 
volve the cervical area and the shoulder girdle and affords the 
reader a correlative viewpoint of each of them. Treatment is 
particularly well delineated. The author has relied heavily on the 
works of others and sagaciously has used the studies of Codman 
for many of his descriptions and illustrations. An extensive 
bibliography is appended to each chapter. This book should be of 
particular value to general practitioners, but orthopedists, in- 
ternists, and neurologists will find much of interest in it. 

—Capt. J. Love, MC, USN 
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Clinical Applications of Suggestion and Hypnosis, by William T. Heron, M. A., 
Ph. D., Professor of Psychology, University of Minnesota, Minneapolis, 
Minn. 2d edition. 137 pages. Charles C Thomas, Publisher, Springfield, 
Ill., 1953. 


This is an unusually well-written monograph dealing with 
those principles of suggestion and hypnosis which have practical 
clinical application. It was written by an eminent psychologist 
who for many years had worked closely and successfully with 
physicians and dentists. Following a brief introduction, the 
book outlines broadly the basic facts of suggestion and sug- 
gestibility, then describes the professional use of hypnosis, 
how to approach the patient, degrees of the hypnotic state, meth- 
ods of hypnotic induction, and posthypnotic suggestion. Pre- 
cautions in the use of hypnosis and group phenomena are dis- 
cussed briefly. The final chapter presents examples of the 
successful use of hypnosis in dentistry. A selected bibliography 
is appended. Whether or not they contemplate the use of hypnosis 
in their practices, there are few physicians and dentists who 
would fail to gain new insights into doctor-patient relationships 
by reading this book.—Maj. R. B. Payne, USAF (MSC ) 


Clinical Allergy, by French K. Hansel, M. D., M. S., Director, Hansel Founda- 
tion for Education and Research in Allergy; Chief of Allergy Service, 
DePaul Hospital, St. Louis. 1,005 pages; illustrated. The C. V. Mosby 
Co., St. Louis, Mo., publishers, 1953. Price $17.50. 


This new book succeeds the author’s less complete “Allergy 
of the Nose and Paranasal Sinuses,” published in 1936, and can 
well serve as a standard text on allergy. The entire field of 
allergic diseases is well covered, and pertinent references to 
the literature are given at the end of each chapter. Dr. Hansel 
clearly points out how our present knowledge has been derived 
from immunologic principles discovered through animal experi- 
ments. This immunologic theory is detailed, especially for prac- 
ticing physicians, but it is regrettable that there is only a mini- 
mum of interpretive comment. Recent advances in therapy, such 
as use of ACTH and cortisone, are fully discussed. Extensive 
space is devoted also to the problem of the allergic child, and the 
chapters on respiratory allergy are outstanding. The author ad- 
vocates the exclusive use of coseasonal treatment in hay fever. 
This and his use of a low optimal dosage in hyposensitization 
may be questioned by other allergists. From these examples it 
is apparent the book is written from the author’s personal view- 
point with, however, a definite attempt to present other points of 
view. For physicians desiring a comprehensive, up-to-date allergy 
text, this book can be highly recommended. 

—Col.W. H. Diessner, MC, USA 


















TUMORS OF THE ANTERIOR 
CERVICAL REGION 


HAROLD C. SPEAR, Captain, USAF (MC) (1) 


bilaterally by the sternocleidomastoid muscles, superiorly 

by the lower border of the mandible and a line extending 
from the angles of the mandible to the mastoid processes, and 
inferiorly by the sternoclavicular joints and suprasternal notch. 
It is within this area that the great majority of cervical tumors 
occur. This article reviews briefly the differential diagnosis 
and treatment of the more common tumors of this region and pre- 
sents illustrative case reports. A simple clinical classification 
of the tumors as ‘solid or cystic and midline or lateral has been 
used, 


T HE anterior cervical region comprises that area bounded 


MIDLINE TUMORS 


Few solid tumors occur in the midline of the anterior cervical 
region. Occasionally a hyperplastic lymph node is found in the 
center of the cricothyroid membrane and may be mistaken for a 
small thyroglossal cyst. Lipomas may occur in this area, Ade- 
nomas of the thyroid isthmus often shift to one side or the other 
as they enlarge. Significant pyramidal lobe enlargement occurs 
only postoperatively following thyroidectomy for toxic goiter. 


The 2 cystic lesions of the midline are the dermoid cyst (which 
may develop a persistent sinus opening following infection and 
Spontaneous drainage, and is treated by local excision) and the 
thyroglossal cyst, which occurs at any level from the base of the 
tongue to the suprasternal notch and at any depth from the sub- 
cutaneous tissues to beneath the pretracheal fascia (the usual 
location is at the level of the thyroid notch, slightly to the left 
of the midline). Thyroglossal cysts appear most commonly during 
childhood but may arise later. Extirpation of the cyst and the 
entire thyroglossal tract is essential. Because the tract either 
traverses or lies closely adherent to the central portion of the 
hyoid bone, removal of this section of the hyoid together with 
the tract is also necessary (2). 


Case 1. A 30-year-old woman was admitted on 30 January 1952 
complaining of a painless swelling in the left upper anterior 





(1) U. S. Air Force Hospital, Ellington Air Force Base, Tex. 
(2) Sistrunk, W. E.: Technique of removal of cysts and sinuses of thyroglossal duct. 
Surg., Gynec. & Obst. 46: 109-112, Jan. 1928. 821 
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cervical region of 3 years’ duration. She had noted fluctuation in 
size, but gradual, progressive enlargement, and occasional, 
tenacious, mucoid drainage in her throat, which she associated 
with temporary shrinkage of the cervical mass. There was no 
history of inflammation of or drainage from the mass. Physical 
examination revealed a cystic mass, 3 cm. in diameter, slightly 
to the left of the thyroid notch. The mass moved upward on de- 
glutition. 


On 31 January, a Sistrunk operation was performed under endo- 
tracheal ether anesthesia through a small transverse incision 
over the mass. A thin-walled cyst was located under the anterior 
layer of deep cervical fascia between the thyroid cartilage and 
the hyoid bone. A well-defined thyroglossal tract, extending 
upward and posteriorly from the cyst, was removed with the 
central portion of the hyoid bone. The tract was followed to 
the region of the foramen cecum. The postoperative course was 
complicated by pneumonitis of the right lung, which resolved 
with penicillin therapy. The patient was discharged on 7 Feb- 
ruary. 


LATERAL TUMORS 


The lateral portions of the anterior cervical region are divided 
into the submaxillary and the carotid triangles. 


Submazillary region. Mixed tumors of the submaxillary gland 
and chronic submaxillary sialadenitis, usually caused by an 
impacted calculus in Wharton’s duct, are the commonest condi- 
tions found in the submaxillary triangle. Lymphadenitis is usu- 
ally manifested by multiple, variably sized, tender nodes, due to 
a primary focus, such as an infected tooth. 


Case 2. A 19-year-old man was admitted on 22 November 1952 
because of a tender mass in the upper right side of his neck, 
which first appeared about 9 months prior to admission and was 
noticeable only when he was eating. The mass became persistent 
between meals and, on several occasions in the preceding 6 
months, it had become acutely inflamed, requiring treatment with 
penicillin and warm compresses. Physical examination revealed 
a firm, tender mass, 4 cm. in diameter, in the right submaxillary 
region, consistent with a fibrotic, chronically inflamed submax- 
illary gland. An impacted calculus 0.5 cm. in diameter could be 
felt within the central portion of Wharton’s duct. This was con- 
firmed by a roentgenogram. 


On 25 November, the right submaxillary gland was excised 
under endotracheal ether anesthesia. Normal gland tissue had 
been entirely replaced by fibrous connective tissue. Wharton’s 
duct, which was enormously dilated, was divided and ligated 
as it entered the floor of the mouth above the posterior margin 
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of the mylohyoid muscle. The incision was closed without drain- 
age. The postoperative course was uneventful and the patient 
was discharged on 1 December with instructions to return for 
removal of the calculus. Three weeks later he stated that he had 
been entirely well and refused the second operation. 


Carotid region. The carotid triangle is a frequent location for 
many important cervical tumors that are often indistinguishable 
from one another except by surgical exploration. 


Branchial cysts occur most commonly in the carotid triangle, 
although they may be found anywhere along the anterior margin of 
the sternocleidomastoid muscle. They arise from a branchial si- 
nus and may appear at any age. If neglected, they may become in- 
fected or give rise to branchiogenic carcinoma. When soft and 
fluctuant, these cysts may be confused with lipomas, cystic 
hygromas, or hemangiomas. When they are distended with mucoid 
fluid, they may be mistaken for primary lymphomas, carotid body 
tumors, metastatic lesions, or neurofibromas. The tendency of 
branchial cysts is to enlarge outwardly, whereas carotid body 
tumors, which are deeply situated about the bifurcation of the 
common carotid artery, grow inwardly (3). 


Case 3, A 21-year-old man was admitted on 19 November 1952 
because of a painless mass in the right upper cervical region. 
It was first noticed 10 days previously by a friend who thought 
the patient had mumps. Physical examination revealed a soft, 
fluctuant mass, 6 cm. in diameter, projecting from behind the an- 
terior margin of the right sternocleidomastoid muscle, opposite 
the thyroid notch. It appeared well-encapsulated although fixed 
at its origin which was deep in the upper cervical region. The 
mass was not tender and no material could be expressed from 
it into the pharynx. 

On 21 November, the mass was excised through a transverse 
incision under endotracheal ether anesthesia. It proved to be a 
thick-walled branchial cyst, filled with viscid, mucoid fluid, 
which extended upward beneath the posterior belly of the di- 
gastric muscle into the floor of the submaxillary triangle where 
it terminated in a fibrous cord which was followed to the pharyn- 
geal wall. No fluid could be expressed from the cyst into its 
fibrous, stalklike origin. The incision was closed without drain- 
age. The postoperative course was uneventful. 


Lipomas in lateral cervical regions can sometimes be dis- 
tinguished clinically by their soft lobulations, but excision is 
necessary to eradicate the lesion and to verify the diagnosis. 
ee 

(3) Lahey, F. H., and Warren, K. W.: Long-term appraisal of carotid body tumors 
with remarks on their removal. Surg., Gynec. & Obst. 92: 481-491, Apr. 1951. 
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Cystic hygromas are endothelial-lined, multilocular, cystic 
tumors of lymphatic origin, containing serous fluid, and gen- 
erally appearing prior to puberty. Therapy consists of primary 
excision of the smaller lesions, but large ones are often best 
treated by conversion from multilocular to unilocular cysts, as- 
piration, and injection with a sclerosing solution. From 4 to 
6 weeks later the cyst may have contracted sufficiently to permit 
surgical excision. 


Lymphomas may occasionally make their initial appearance 
in the carotid triangle. Accurate differentiation from lymph node 
metastases from a silent malignancy in the head or neck is im- 
possible without biopsy. 


Case 4. A 40-year-old man was first seen in January 1952 be- 
cause of a painless left upper cervical mass that was first no- 
ticed 8 months previously. The mass had gradually increased 
in size. The patient had noted no recent loss of strength, weight, 
or appetite. Physical examination revealed a firm, oval, appar- 
ently encapsulated mass, 3 cm. in diameter, overlying the left 
carotid bulb and opposite the thyroid notch. It was not tender 
and could be moved freely laterally, but seemed semifixed when 
up-and-down motion was attempted. Several smaller, freely mo- 
bile, firm, discrete, satellite nodes, from 0.5 to 1 cm. in diameter, 
could be felt adjacent to the mass. 


On 28 January, excision biopsy was performed under local 
anesthesia. The mass consisted of a firm, encapsulated lymph 
node, 3 cm. in diameter, which was bound to the carotid bulb 
by fibrous adhesions. It was removed intact but several adjacent 
smaller nodes were left undisturbed. Pathologic study revealed 
the lesion to be a giant follicular lymphoblastoma. On 15 Feb- 
ruary, the patient was transferred elsewhere for roentgenotherapy. 


A discrete metastasis to one of the lymph nodes about the 
carotid bifurcation may be readily suspected clinically if a pri- 
mary lesion about the head or neck has also manifested itself. 
When a primary lesion cannot be found, the cervical mass should 
be excised and examined microscopically. In a series of 22 caro- 
tid body tumors reported by Lahey and Warren (3), none were 
proved to be malignant. A conservative attitude was recommended 
toward such tumors if excision would necessitate ligation of the 
carotid vessels. If pathologic study of a solitary cervical mass 
reveals it to be a lateral aberrant thyroid tumor, it is axiomatic 
that this represents a metastasis from a latent primary tumor 
in the corresponding lobe of the thyroid gland, and this lobe 
should be totally removed. 


Infrahyoid region. The important tumors of the infrahyoid re- 
gion are derived from the parathyroid and thyroid glands. Para- 
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thyroid tumors include adenomas, which are only rarely palpable, 
and cysts and carcinomas which are medical curiosities (4). 
Excluding toxic goiters, which are beyond the scope of this re- 
port, nodular zgoiters, adenomas, chronic thyroiditis, and thyroid 
cancers remain. A clinical differentiation between these lesions 
may seldom be made with certainty. 


Malignant tumors. Opinion differs as to whether excision is 
indicated as a prophylactic measure for small to moderate-sized 
nodular goiters which are otherwise asymptomatic. Indisputable 
criteria for operation include rapid enlargement of the goiter; 
the presence of a suspiciously firm discrete nodule; pressure 
symptoms, including intrathoracic extension; and cosmetic de- 
formity. Beahrs and Judd (5) reported an incidence of malig- 
nancy of 7 percent in all nontoxic nodular goiters, both uni- 
nodular and multinodular, and they advocated prophylactic thy- 
roidectomy because of the high incidence of inoperability (35.4 
percent) in their series, once a clinical or pathologic diagnosis 
of malignancy has been made. Crile (6) did not believe that the 
end result in cancer prophylaxis justifies the means, and ques- 
tioned whether a subtotal resection of a nodular goiter is prophy- 
lactic in any event. Cope (7) also questioned the logic of sub- 
total resection as a prophylactic measure. How many malig- 
nancies have developed following prophylactic subtotal thyroid- 
ectomy for nodular goiter and how many small nodular goiters 
grow to produce pressure symptoms or develop into toxic goiters 
is not known. The answer to these questions may influence the 
rationale of prophylactic excision for these lesions. 


The incidence of malignancy in the presence of a solitary 
thyroid nodule has been reported to be from 10 to 24 percent. 
Most authorities agree that the solitary thyroid nodule is poten- 
tially malignant and should be removed. Whether ablation should 
be by total lobectomy or by local excision, reserving total lo- 
bectomy for a second stage procedure in those patients in whom 
a pathologic diagnosis of malignancy has been established, is 
still a moot point. Either approach is defensible at present. 


Case 5. A 30-year-old man was admitted on 7 February 1952 
because of a discrete asymptomatic nodule in the right lobe of 





(4) Hoffman, G. T.: Collective review: Parathyroid glands. Internat. Abstr. Surg. 
95: 417-426, 1952; in Surg., Gynec. & Obst. Nov. 1952. 

(5) Beahrs, O. H., and Judd, E. S., Jr.: Malignant lesions of thyroid gland. Surg. 
Clin. North America 31: 1169-1177, Aug. 1951. 

(6) Crile, G., Jr.: Factors influencing prevention and cure of cancer of thyroid. Surg., 
Gynec. & Obst. 91: 210-214, Aug. 1950. 

(7) Cope, O.: Diseases of the thyroid gland; part 2 (Medical Progress section). New 
England J. Med. 246: 451-457, Mar. 20, 1952. 
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the thyroid gland that had been discovered on routine physical 
examination. Physical examination revealed a firm nodule, 2% cm. 
in diameter, in the right lobe of the thyroid. No other thyroid 
nodules were palpable, and there were no enlarged cervical lymph 
nodes. Both vocal cords functioned normally. 


On 13 February, under endotracheal ether anesthesia, the 
thyroid was exposed through a low collar incision. A nodule, 
2 cm. in diameter, was noted in the inferior pole of the right lobe 
and multiple smaller nodules, up to 1 cm. in diameter, were 
present in both the right and left lobes. A bilateral, subtotal 
thyroidectomy with removal of the isthmus was performed, and 
the incision was closed with drainage. Pathologic study revealed 
the lesion to be a multiple colloid adenomatous goiter. The pa- 
tient made an uneventful recovery. 


Comment. This case illustrates the common error in the clinical 
diagnosis of a discrete thyroid adenoma or solitary nodule. In 
such a situation, when a multinodular goiter is found at operation, 
it is wisest to proceed with a bilateral subtotal thyroidectomy. 





Case 6. A 53-year-old man was admitted on 12 February 1952 
because of a mass in the right lower cervical region of about 
10 months’ duration. It had fluctuated in size, but had gradually 
and progressively enlarged, and on several occasions had ab- 
ruptly become distended, producing local discomfort and some 
obstruction to respiration and deglutition. The patient had ob- 
served no loss of strength, weight, or appetite. 


Physical examination revealed a firm, slightly tender mass, 
3 cm. by 4 cm. in diameter, within the right lobe of the thyroid 
gland. The mass caused the trachea to deviate to the left. No 
other thyroid nodules were palpable and there was no cervical 
lymphadenopathy. Both vocal cords functioned normally. Radio- 
active iodine uptake and tracer studies revealed euthyroidism 
in the presence of a large, nonfunctioning, solitary nodule in the 
right lobe. On 28 February, under endotracheal ether anesthesia, 
a discrete, solitary, cystic nodule, projecting from the right lobe 
of the thyroid, was excised. A generous amount of normal-appear- 
ing, surrounding thyroid tissue was removed with the mass, and 
the incision was closed with drainage. Pathologic study proved 
the lesion to be a degenerating colloid adenoma. The postoper- 
ative course was uneventful. 


Comment. This patient’s history of episodes of abrupt enlarge- 
ment of the lesion, with associated tenderness and pressure 
symptoms, served to establish a clinical diagnosis of hemorrhage 
into an adenoma, which was confirmed at operation. 
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Case 7. A 28-year-old woman was admitted on 7 July 1952 
because a painless mass in the right lower neck of 5 years’ dur- 
ation had gradually increased in size. Physical examination re- 
vealed a firm, apparently encapsulated, nontender mass, 3 cm. in 
diameter, within the right lobe of the thyroid gland. No other 
thyroid nodules were palpable, and there was no cervical lym- 
phadenopathy. On 9 July, under local infiltration anesthesia with 
0.5 percent procaine solution, a solitary nodule was excised 
from the central portion of the right lobe of the thyroid. No other 
thyroid nodules were found. The incision was closed without 
drainage. Pathologic study revealed the lesion to be a thyroid 
adenoma which was not further classified. The postoperative 
course was uneventful. 


Chronic thyroiditis is an infrequent lesion, which when en- 
countered must be differentiated from cancer of the thyroid. 
Riedel’s type, or ligneous thyroiditis, is characterized by a 
stony-hard gland which is adherent to adjacent structures and 
gradually produces pressure symptoms. It may be unilateral or 
bilateral. Hashimoto’s type, or chronic lymphoid thyroiditis, is 
characterized by a progressively enlarging, occasionally tender 
goiter which is often associated with pressure symptoms. It 
usually occurs bilaterally. 


Case 8. A 25-year-old woman was admitted on 23 June 1952 
because of a painless mass in the lower anterior cervical region 
of 5 to 6 years’ duration. The mass had slowly increased in size 
and, within recent months, had been associated with mild pres- 
sure symptoms, particularly when the patient was reclining. 
Physical examination revealed a rather firm, nontender thyroid 
gland diffusely enlarged to about twice normal size without any 
palpable nodules. No cervical lymphadenopathy was noted, and 
both vocal cords functioned normally. The blood cholesterol was 
184 mg. per 100 cc. and the BMK was minus 24. 


On 26 June, a bilateral subtotal thyroidectomy with removal 
of the isthmus was performed under endotracheal ether anesthe- 
sia. The thyroid gland was diffusely enlarged and firm, but no 
nodules were observed. The incision was closed with drainage. 
Pathologic study revealed a diffuse Hashimoto’s type of thyroid- 
itis. The patient made an uneventful recovery and was discharged 
on 14 July to her family physician for treatment for hypothyroid- 
ism. 

The subject of thyroid cancer is confused by many pathologic 
classifications and by a similar diversity of recommended surgi- 
cal procedures. The diagnosis may be suspected clinically in the 
presence of a rapidly growing thyroid mass which is often un- 
usually firm or fixed. The occurrence of pressure symptoms, or 








828 





U. S. ARMED FORCES MEDICAL JOURNAL (Vol. IV, No. 6 


of vocal cord palsy in the cadaveric position, are usually late 
signs. Thyroid cancers are divided into 2 groups: the slowly grow- 
ing lesions, which often remain localized for many years, and 
the rapidly growing, diffusely invasive lesions, which are quick 
to metastasize, particularly to bone and lung tissue. 


Treatment of the slowly growing lesions should consist of 
total lobectomy if the lesion is unilateral, and total lobectomy 
and contralateral subtotal lobectomy or, occasionally total thy- 
roidectomy, if there is bilateral involvement. In papillary adeno- 
carcinoma, removal of lymph node metastases, either by local 
excision (5, 6) or by radical neck dissection (8, 9), should be 
accomplished concomitantly. With such management, an 80 per- 
cent 10-year survival rate may be anticipated. Malignant ade- 
nomas, although growing slowly, may spread by blood-vessel 
invasion before any regional node involvement occurs, and are 
associated with a less favorable survival rate (5). The rapidly 
growing tumors are often inoperable because by the time the 
diagnosis is established they have extended locally and distant 
metastases have occurred. When feasible, these lesions should 
be radically excised. The efficacy of radioactive iodine therapy 
as a palliative measure in selected patients with distant metas- 
tases has been reported to be enhanced by the performance of a 
total thyroidectomy preliminary to the administration of the radio- 


iodine (10). 


Case 9. A 29-year-old woman was first admitted on 22 Sep- 
tember because of a painless mass in the left lower cervical 
region of about 2 years’ duration. It had slowly increased in size 
but was otherwise asymptomatic. There were no symptoms of 
thyroid toxicity. Physical examination revealed a firm, discrete, 
solitary nodule, 3 cm. in diameter, within the left lobe of the 
thyroid. There was no palpable cervical lymphadenopathy, and 
both vocal cords functioned -normally. The blood cholesterol 
was 186 mg. per 100 cc. and the BMR varied from minus 11 to 
plus 13. 


On 24 September, an apparently well-encapsulated, firm nodule 
was excised from the left lobe of the thyroid under local infil- 
tration anesthesia with 0.5 percent procaine solution. Pathologic 
study revealed the lesion to be a papillary adenocarcinoma with 
invasion of its capsule. The postoperative course was unevent- 
ful and the patient was discharged on 29 September for radio- 
active iodine uptake and tracer studies at another hospital. The 





(8) Cattell, R. B.: Indications for neck dissection in carcinoma of thyroid. J. Clin. 
Endocrinol. 10: 1099-1107, Sept. 1950. 

(9) Ward, G. E.; Hendrick, J. W.; and Chambers, R. G.: Carcinoma of thyroid gland. 
Ann Surg. 131: 473-493, Apr. 1950; South M. J. 43: 375-384, May 1950. 

(10) Rawson, R. W.: Radioiodine in treatment of thyroid disease. (editorial) Surg., 
Gynec. & Obst. 96: 118-120, Jan. 1953. 
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uptake proved to be somewhat below normal and tracer studies 
failed to reveal any evidence of thyroid activity beyond the 
limits of the normal locus of the gland. On 5 November, still 
asymptomatic, she was readmitted. Physical examination was 
negative except for a well-healed- collar incision. The thyroid 
gland was not palpable and no cervical lymphadenopathy was 
noted. Both vocal cords functioned normally, and all laboratory 
and roentgenographic examinations were within normal limits. 
On 7 November, under endotracheal ether anesthesia, a total 
left lobectomy, together with removal of the thyroid isthmus, 
the strap muscles, and internal jugular lymph nodes, en bloc, 
was performed by extending the earlier incision. No grossly in- 
volved lymph nodes were noted, and the incision was closed 
with drainage. Pathologic study revealed no evidence of residual 
carcinoma. The patient made an uneventful recovery. Follow-up 
radioiodine tracer studies revealed no evidence of activity out- 
side of the remaining right lobe. 


Comment. Excision biopsy of a clinically diagnosed thyroid 
adenoma was performed, followed by total lobectomy and a modi- 
fied radical neck dissection when pathologic study of the perma- 
nent sections revealed the lesion to be a papillary adenocarci- 
noma. Whereas such a 2-stage procedure, in the presence of a 
rapidly growing tumor, might compromise the patient’s chances 
for cure, this would not seem to be the case in the presence of a 
slowly growing, encapsulated tumor. Lahey and Hare (11) con- 
sidered pathologic study of permanent sections of solitary nod- 
ules mandatory prior to a decision for or against radical cervical 
dissection. 

SUMMARY 


The common cystic and solid tumors that occur in the anterior 
cervical region may be grouped according to their usual location 
in the midline, or in the submaxillary, carotid, or infrahyoid 
regions. The midline tumors include adenoma of the thyroid 
isthmus, the hyperplastic pyramidal lobe, and the cystic dermoid 
and thyroglossal lesions. Chronic sialadenitis, usually second- 
ary to a calculus obstructing Wharton’s duct, and mixed tumors 
of the submaxillary gland are found in the submaxillary triangle. 
Branchial cysts, lipomas, cystic hygromas, lymphomas, meta- 
static lesions, carotid body tumors, and lateral aberrant thyroid 
tumors are conditions to be differentiated in the carotid area. 
In the infrahyoid region, the common tumors include the nodular 
goiter, thyroid adenoma, the lesions of chronic thyroiditis, and 


thyroid cancer, 


(11) Lahey, F. H., and Hare, H. F.: Malignancy in adenomas of thyroid. J. A. M. A. 
145: 689-695, Mar 10, 1951. 





U. S. ARMED FORCES MEDICAL JOURNAL (Vol. IV, No. 6 





BOOK REVIEW 





Unipolar Lead Electrocardiography and Vectorcardiography, Including the 
Standard Leads, the aV and V leads, the Cardiac Arrhythmias and the 
Principles of Vectorcardiography, by Emanuel Goldberger, M. D., 
F. A. C. P., Associate Attending Physician, Montefiore Hospital, 
New York; Cardiologist and Attending Physician, Lincoln Hospital, 
New York; Consulting Cardiologist, St. Joseph’s Hospital, Yonkers, 
New York; Diplomate of the American Board of Internal Medicine; 
Lecturer in Medicine, Columbia University. 3d edition, thoroughly 
revised. 601 pages; illustrated. Lea & Febiger, Philadelphia, Pa., 
publishers, 1953. Price $10. 


Although the author of this popular book bases his concepts 
on the premise of a point source of electromotive force in the 
heart and on the body’s ability to act as a homogeneous volume 
conductor, he discusses the possibility of these premises being 
open to question. At this moment it cannot be said with cer- 
tainty whether a writer who practically ignores the bipolar leads 
is well in advance of most electrocardiographers or is deviating 
to one side. It may be significant that the author, while largely 
ignoring the bipolar leads in most of the book, returns to them in 
discussing vectorcardiography. 


Dr. Goldberger uses the personal pronoun to an extent usually 
not observed in the medical literature. His practice of taking 
tracings with the patient in the sitting position is likewise un- 
conventional. He takes pains to emphasize the differentation 
between ventricular strain and ventricular hypertrophy: a dis- 
tinction difficult to grasp, if indeed there is such a distinction. 
One gets the impression that the author believes that an elec- 
trode facing one ventricle gives almost exclusive information 
about that ventricle rather than representing a summation effect 
of both ventricles. He also indicates that after myocardial in- 
farction the heart may show rotation about different axes. 


He emphasizes the role of electrolytes, particularly potas- 
sium, on the configuration of the ECG. In all sections he stress- 
es the variations in normal and abnormal patterns resulting 
from different positions of the heart. There is a good exposi- 
tion of myocardial anoxia and angina pectoris. The style is 
simple ana clear, and the illustrations on the whole are good. 
The author gives extensive mathematical detail in developing 
his theories. This book should be inthe library of every cardi- 
ology department but is not recommended for the beginner in 
electrocardiography.—Comdr. R. C. Parker, Jr., MC, USN 











A CLINICAL REVIEW OF 
THIRTY CASES OF CARCINOMA 
OF THE PANCREAS” 


JOHN C. COUNTRY, Lieutenant, MC, USN 
RICHARD FOULK, Lieutenant, MC, USN 


RIOR to the advent of the Whipple operation, early diagnosis 

of carcinoma of the pancreas was only of prognostic value. 

In a series of 27 patients with cancer in the region of the 
head of the pancreas, 30 percent survived for 3 years or longer 
following the Whipple operation (2). Because of the anatomic 
relationship of the head of the pancreas to the common bile 
duct and the ampulla of Vater, malignancies occurring in this 
portion of the pancreas are prone to produce obstructive jaundice 
relatively early in the course of the disease. Neoplasms arising 
in the body or the tail of the pancreas do not produce jaundice 
routinely, and as a result they are not usually detected until 
the malignancy is well advanced and metastases have occurred. 
A review of the clinical records of this hospital revealed that 
30 patients with carcinoma of the pancreas were treated in the 
past 4 years. The neoplasm was located in the head of the 


‘ pancreas in about two-thirds of the patients, but in no instance 


was a definitive operation found to be feasible. In view of the 
fact that the diagnosis was not established in these patients 
until only palliative therapy was possible, their case records 
were reviewed with special emphasis on the early signs and 
symptoms. 


The mean age in this group was 55 (range 30 to 76) years. 
Only 2 patients were 70 or over, which is in sharp contra- 
distinction to the series of Brown et al. (3) who reported 51 of 
100 patients with pancreatic malignancy to be over 70. 


(1) From the U. S. Naval Hospital, Philadelphia, Pa. 

(2) Cattell, R. B., and Pyrtek, L. J.: Appraisal of pancreatoduodenal resection; follow- 
up study of 61 cases. Ann. Surg. 129: 840-849, June 1949. 

(3) Brown, R. K.; Moseley, V.; Pratt, T. D.; and Pratt, J. He: Early diagnosis of 
cancer of pancreas based on clinical and pathological study of 100 autopsied cases. 
Am. J. Me Sc. 223: 349-363, Apr. 1952. 
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Berk (4) reported the ratio of men to women with carcinoma 
of the pancreas to be 2.5:1. Because of the nature of this 
hospital, all of the patients in this series were men; 17 percent 
were Negroes. 











TABLE 1. Relative frequency of initial TABLE 2. Relative frequency of chief 
complaints complaints 
i ‘ Number of Chief complaint Number of 
Initial complaint : eee : 
patients on admission patients 


Epigastric pain 7 Jaundice 
Pain in right upper Epigastric pain 6 
abdominal quadrant 5 Seth: ath 3 
Jaundice 4 Pain in right upper 
Dyspepsia 3 abdominal quadrant 3 
Back pain 3 Lower abdominal pain 3 
Weakness 3 Dys pe psia 3 
Lower abdominal Weight loss 1 
eada 2 Loss of appetite 1 
Dark urine 1 Pain in right lower 
Constipation 1 abdominal quadrant 1 
Diarrhea 1 Abdominal swelling 1 
Total 30 Total 30 





The mean duration of the illness from the onset of the first 
symptoms until death was 6 months. Six patients died within 
2 months after the onset of their first symptoms but 7 lived 1 
year or longer. The mean time interval from the onset of the 
first symptom until admission to the hospital was 3 months. 
Since the mean duration of the disease was about 6 months it 
becomes obvious that most of the patients had a well-advanced 
malignancy at the time of admission. The responsibility for this 
delay must be borne by the attending physician or the patient. 
In many patients the initial symptoms were so vague that they 
did not seek early medical attention. In others, it is probable 
that the mildness of the initial symptoms was responsible for 
the prolonged use of symptomatic therapy rather than intensive 
diagnostic investigation. 


For the purpose of this study the initial complaint was dif- 
ferentiated from the chief complaint on admission in an effort 
to detect the first signs of altered physiology in this disease. 
(4) Berk, J. E.: Diagnosis of carcinoma of pancreas. In Bockus, H. L. (editor): Post- 
graduate Gastroenterology as Presented in a Course Given Under the Sponsorship of 
The American College of Physicians in December 1948. W. B. Saunders Co., Philadel- 
phia, Pa., 1950. pp. 336-346. 
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The initial complaints were numerous, as is shown in table 1. 
The 4 most common were epigastric pain, pain in right upper 
abdominal quadrant, jaundice, and dyspepsia, in that order. 
The chief complaints on admission are shown in table 2. On the 
basis of the above data, the appearance of (1) upper abdominal 
pain, (2) jaundice, or (3) upper abdominal pain and jaundice 
makes it imperative that the attending physician include carcino- 
ma of the pancreas in the differential diagnosis. 


TABLE 3. Relative frequency of symptoms 


present 
Sy mptoms — 
Weight loss 27 
Weakness 25 
Anorexia 23 
Jaundice 21 
Pain 20 
Indigestion 15 
Constipation 13 
Acholic stools 13 
Eructation 8 
Melena 6 
Diarrhea 5 
Food intolerance 4 
Bulky stools 1 





Table 3 shows the frequency of all symptoms encountered. 
Jaundice, which occurred in 70 percent of the patients, was 
associated with abdominal pain in 68 percent. Painless jaundice 
was present in 23 percent of the patients. Pain, which was 
present in two-thirds of the patients, was most commonly located 
in the upper abdomen, occurring in the epigastrium in 7 and in 
the right upper quadrant in 4. In 2 patients, the pain was limited 
to the thoracolumbar area. In the remaining 7, it was poorly 
localized and was referred to as generalized abdominal pain. 
Radiation from the abdomen to the back was noted in about 
one-third of the patients who had pain as a symptom. In a series 
of 37 patients with carcinoma of the body and/or the tail of the 
pancreas, as reported by Smith and Albright (5), a similar type 
of pain radiation was present in 30 percent. Although we found 


(5) Smith, B. K., and Albright, E. C.: Carcinoma of body and tail of pancreas; report 


of 37 cases studied at State of Wisconsin General Hospital from 1925-1950. Ann. Int. 
Med. 36: 90-97, Jan. 1952. 
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no uniformity in the character of the pain, it was constant in 
most patients in our series. Textbooks commonly mention that 
pancreatic pain is relieved by having the patient sit up. Only 
3 of our patients obtained relief in this fashion. In about 25 
percent, the ingestion of food aggravated the pain. In 2 patients, 
the pain was aggravated by trunk-twisting movements. 


Constipation or acholia occurred in over half of the patients. 
Signs of enzymatic pancreatic insyfficiency, as evidenced by 
increased bulk of the stools, were infrequently encountered, 
but specific stool studies were not routinely performed. Nothman 
(6) reported the presence of pancreatic insufficiency in carcinoma 
of the pancreas in 4 of 5 patients as demonstrated by the secretin 
test. He stated that secretions obtained from the duodenum after 
stimulation with secretin are reduced in volume and alkalinity. 
In addition, the pancreatic enzymes tend to be decreased or 
absent. When the secretin test is employed in patients with 
carcinoma of the biliary tract, the alkalinity of the duodenal 
contents and the pancreatic enzymes are found to be normal. 
Brown et al. (3) emphasized the careful examination of the 
stools in patients with pancreatic disease. They believed that 
chemical, macroscopic, and microscopic stool examinations 
are grossly neglected in patients in whom pancreatic malignancy 
is suspected. They made a plea for studies designed toward 
demonstrating a quantitative increase in stool fat and undigested 
protein. Melena occurred in some of our patients, and it usually 
appeared in those whose disease was well advanced. We do not 
believe that this sign occurs early enough in the course of the 
disease to be of diagnostic importance. 


The characteristic physical findings are shown in table 4, 
In all the patients in whom an epigastric mass was palpable, 
it was thought to be separate and distinct from the liver. The 
mass was usually described as being indurated and fixed. Hep- 
atomegaly occurred in two-thirds of the patients and was nodular 
in character in 6. Gallbladder distention was present at the 
time of operation or at autopsy in about half of the patients 
but it was palpable clinically in only 8. 


Cytologic study of the ascitic fluid failed to reveal the pres- 
ence of malignant cells and this procedure was not considered 
helpful in establishing an ante-mortem diagnosis. Lemon and 
Byrnes (7) suggested that the early diagnosis of malignancy of 
the biliary tract or pancreas can be established by the cytologic 
study of duodenal drainage. They recommended that cell block 
study of duodenal contents be instituted within 48 hours after 


(6) Nothman, M. M.: Value of functional tests for diagnosis of diseases of pancreas. 
Ann. Int. Med. 34: 1358-1371, June 1951. 

(7) Lemon, H. M., and Byrnes, W. W.: Cancer of biliary tract and pancreas; diagnosis 
from cytology of duodenal aspirations. J. A. M. A. 141: 254°257, Sept. 24, 1949. 
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the appearance of jaundice. In addition, they have found this 
avenue of investigation helpful in the study of patients with 
questionable upper abdominal pain. Bleeding esophageal varices 
and acute cholecystitis are cited as contraindications for this 


procedure, 


TABLE 4. Major findings on physical 


examination 









Number of 


patients 
Jaundice 23 
Hepatomegaly 19 
Epigastric tenderness 13 
Gallbladder distention 13 
Epigastric mass 9 
Ascites 8 
Venous thrombosis 3 


Venous thrombosis was infrequently encountered. Sproul (8) 
and Kenny (9) reported a decided increase in the incidence of 
venous thrombosis associated with pancreatic malignancy, 
especially when the body or tail is the primary site of the cancer, 
Kenny suggested that an abnormal substance secreted by the 
tumor cells or a hypersecretion of a normal substance is re- 
sponsible for increased clotting. McLachlin et al. (10) believed 
that the antithrombin test is useful in detecting subclinical 
venous thrombosis. 


Laboratory studies corroborated the clinical impression of 
obstructive jaundice when present. In these cases the serum 
bilirubin and the alkaline phosphatase were found to be markedly 
elevated, whereas the urine urobilinogen was decreased or absent. 
The cephalin-cholesterol flocculation and thymol turbidity tests 
were found to be significantly elevated in 35 percent of the 
patients on whom the tests were performed. Total protein deter- 
minations were found to be normal in most patients. Serum lipase 
and serum amylase studies were performed in about one-third of 
the patients and were found to be entirely normal except for an 





(8) Sproul, E. E.: Carcinoma and venous thrombosis: frequency of association of 
carcinoma in body or tail of pancreas with multiple venous thrombosis. Am. J. Cancer 
34: 566-585, Dec. 1938. 

(9) Kenny, W. E.: Association of carcinoma in body and tail of pancreas with multiple 
venous thrombi. Surgery 14: 600-609, Oct. 1943. 

(10) McLachlin, J.; Paul, RK.; and Paterson, J. C.: Critical evaluation of antithrombin 
test for venous thrombosis. Surg., Gynec. & Obst. 94: 297-301, Mar. 1952. 
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elevated serum lipase in 1 patient. Johnson and Bockus (11) 
believed that determinations of the serum lipase are more 
important in the diagnosis of pancreatic disease than deter- 
minations of the serum amylase. In 30 patients with carcinoma 
of the pancreas, they found the serum lipase elevated in 16. 


A significant degree of anemia was present in about half of 
our patients. Marked anemia occurred most commonly in associa- 
tion with far-advanced malignancy. Arkin and Weisberg (/2) 
stressed the frequency in which a leukocytosis occurs in patients 
with carcinoma of the pancreas. In our series, leukocytosis over 
12,000 occurred in about half of the patients. Hyperglycemia and 
concomitant glycosuria were present in 20 percent of our patients. 
According to Joslin et al. (13) 12 percent of all malignancies in 
the diabetic population involve the pancreas, whereas Hoffman 
(14) stated that only 2.5 percent of malignancies in the non- 
diabetic population are pancreatic in origin. 


TABLE 5. Location of pancreatic tumors 






Number 







Head 











Body and tail 6 
Head and body 3 
Head, body, and tail 2 






Total 


In our patients, little or no diagnostic aid was obtained from 
the roentgenograms of the chest, gallbladder visualization, or 
barium enema. Gastrointestinal series were performed in 22 
patients and were normal in 9; a complete duodenal obstruction 
was demonstrated in 1; and in the remaining 12, extrinsic pres- 
sure defects of the duodenal bulb or stomach were demonstrated. 
None of the films showed a widened sweep of the duodenum. 


Needle liver biopsies were performed in 4 patients. The results 
were negative in 3 even though subsequent postmortem studies 
revealed that in 2 of these the liver was studded with metastases. 
The ‘specimen obtained in the last patient revealed malignancy 


(11) Johnson, T. A., and Bockus, H. L.: Present status of serum lipase test. Am. J. 
Digest Dis. 10: 1-7, Jan. 1943. 

(12) Arkin, A., and Weisberg, S. W.: Carcinoma of pancreas, clinical and pathologic 
study of 75 cases. Gastroenterology 13: 118-126, Aug. 1949. 

(13) Joslin, E. P.; Root, H. F.; White, P.; and Marble, A.: Treatment of Diabetes 
Mellitus. 6th edition. Lea & Febiger, Philadelphia, Pa., 1937. p» 582. 

(14) Hoffman, F. L.: Cancer of pancreas. New England J. Med. 211: 165-169, July 26, 


1934. 
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of the gastrointestinal tract. The pathologist was unable to 
determine whether the tumor originated in the stomach or the 
pancreas. Needle biopsy of the liver is of no value in the early 
diagnosis of pancreatic malignancy. 


TABLE 6. Location of metastases 





Liver 21 
Peripancreatic nodes 15 


Peritoneum 
Lungs 
Stomach 
Omentum 
Gallbladder 
Duodenum 
Diaphragm 
Pleura 
Common bile duct 
Adrenal gland 
Testes 
Spleen 

Skin 


Colon 
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Twenty patients underwent an abdominal operation. In 1, a 
Whipple operation was attempted, but the tumor could not be 
mobilized because of invasion of the mesenteric vessels. In 13, 
only palliative procedures for relieving the obstructive jaundice 
were feasible because of multiple abdominal metastases. In the 
remaining 6, laparotomy was performed. In those who were follow- 
ed until death, the average length of life after operation was 4 
months. The postoperative course was extremely variable. Three 
patients survived for 1 year or longer and 1 was still living 14 
months after a palliative cholecystojejunostomy and an entero- 
enterostomy. 


The sites of origin of the tumor as determined from gross 
surgical and/or autopsy findings are listed in table 5. The 
head of the pancreas was involved in 80 percent of our patients, 
which accounts for the high incidence of jaundice in this series. 
Pathologic sections of tumor taken either at the time of operation 
or at autopsy revealed that 80 percent were adenocarcinoma. 
The rest were classified as undifferentiated. Table 6 shows the 


location of the metastases. 
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CONCLUSIONS 


If 5-year cures are to be achieved by operation, early tumor 
detection is imperative. Much has been done to make the lay 
public cancer conscious, but even more important in reference 
to this disease is an increased index of suspicion on the part of 
the attending physician. Upper abdominal pain and jaundice are 
important early symptoms of pancreatic malignancy. 





The appearance of obstructive jaundice with or without gall- 
bladder distention calls for immediate diagnostic investigation 
which, in addition to the routine studies, should include (1) 
cytologic study of duodenal drainage, (2) determination of the 
serum lipase level, (3) stool examination for evidence of pan- 
creatic insufficiency, and (4) the secretin test. 


If full use is made of the available diagnostic procedures, 
it is anticipated that the poor prognosis usually associated with 
carcinoma of the pancreas will be improved. 





BOOK REVIEW 





Metabolic Interrelations, With Special Reference to Calcium; Transactions of 
the Fourth Conference, January 7-8, 1952, New York, N. Y., edited by 
Edward C. Reifenstein, Jr., M. D., Director, Oklahoma Medical Research 
Institute and Hospital, Oklahoma City, Okla. Editorial assistant: 
Shirley L. Wells, M. S. Sponsored by Josiah Macy, Jr. Foundation. 
262 pages; illustrated. Printed by Progress Associates, Inc., Caldwell, 
N. J-, 1952. Price $4.50. 


In this book a group of eminent scientists review and discuss 
recent developments in the study of cartilage, tendon, bone, and 
teeth. The subjects discussed are: (1) cartilage and bone matrix, 
(2) in vitro fibrogenesis of collagen, (3) protein in tendon, (4) 
heart valves and bone, (5) polysaccharides of mesodermal tissues, 
(6) radioautographic studies on s35, (7) ion-binding properties of 
cartilage, (8) “local factor” of calcification, (9) parathyroid 
extract, (10) serum calcium level, (11) tricalcium phosphate, 
(12) crystal chemistry of bone and francolite, (13) dehydration 
studies, (14) hydroxylapatite, (15) sodium in bone, (16) radio- 
phosphate exchange, (17) skeletal deposition of fluoride, and 
(18) caries susceptibility. These subjects are basic and there 
is little direct clinical reference, but they should be of great 
interest to all students of orthopedic surgery, metabolic disease, 
and dentistry.— Comadr. J. S. Thiemeyer, Jr., MC, USN 
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RESILIENT PLASTIC REPLICAS OF 
PATHOLOGIC SPECIMENS 


CLEMMER M. PECK, M. D. (1) 
FORREST V. SCHUMACHER, M. D. (1) 
JOHN V. NIIRANEN, Commander, DC, USN (2) 


EACHING, research, and similar activities are difficult and, 

at times, almost impossible to accomplish in such fields of 

medicine as pathology, radiology, and surgery when dem- 
onstrations of surgical pathology depend on photographs, draw- 
ings, and formalin-fixed speciniens. Previous attempts to reproduce 
models of gross specimens have been unsuccessful, owing to 
the nature of the materials used (e. g., wax, plaster of paris, 
and molten metals) and the damage to the tissues prior to histo- 
pathologic examination. 


In the course of a recent clinical investigation, a plastic 
substance was used to make replicas of the gross specimens 
under study. The accuracy of reproduction, the flexibility of 
the model, and the simplicity of the technic all proved so 
satisfactory that the procedure, as described herein, is recom- 
mended for general use. The original alginate impression, which 
is completely uninjurious to all body tissues, can be made in 
a matter of minutes. This permits the routine pathologic examina- 
tion of the specimen to proceed without the complications of 
delay or histologic distortion. 


The procedure includes (1) taking an accurate (negative) 
impression of the defect and the surrounding area with alginate 
impression materials, (2) pouring a high-heat (positive) investment 
on the impression, (3) dipping the investment model in wax, 
(4) imbedding the model and wax in high-heat investment, (5) 
boiling out the wax and dehydrating the mold, (6) casting the 
mold in Linotype metal to make a negative, and (7) processing 
the resilient plastic-ceplica to make a positive. 


IMPRESSION 


The equipment and materials required include such standard 
laboratory items as an interval timer, a plaster bowl and spatula, 
a 100-cc. graduate, and alginate impression powder. The fresh 
specimen is spread out in the desired position. All foreign 
material is removed by a water bath, and free moisture is removed 





(1) Radiologic clinic of Dr. Groover, Christie, and Merritt, Washinton, D. C. 


(2) U. S. Naval Dental School, National Naval Medical Center, Bethesda, Md. 
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with absorbent cotton (fig. 1). Alginate impression material is 
added to water in the proportions needed to produce a smooth 
creamy mix. The consistency must be much softer than that 


Figure 1. Original gross specimen. Figure 2. Applying impression material. 
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required for dental impressions. The soft alginate is allowed to 
flow slowly over the prepared specimen, care being taken to 
fill in any undercuts present without entrapping any air bubbles, 
until the specimen is completely covered to a depth of from 10 
to 15 mm. (fig. 2). The impression is carefully removed from the 
specimen after 4 minutes. The impression is rinsed with tap 
water to remove any secretions that may have adhered to its 





Figure 3. Applying investment material. 


surface, The impression is then immersed in a hardening solution 
and after the surface has hardened, it is rinsed lightly and 


excess moisture is removed. 
INVESTMENT MODEL 


High-heat investment is mixed according to the manufacturer’s 
directions. It is poured and agitated on the alginate impression 
until all parts of the impression are covered with at least 10 mm. 
of investment (fig. 3). 


THE WAX COATING 
The investment model is dipped in melted wax at 60° C. until 


a layer about 3 mm. thick covers the mold. A mixture of 50 
percent paraffin and 50 percent pink baseplate wax (dental) is 
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preferred (fig. 4), The wax coating is allowed to cool; then it is 
trimmed until only the area covered by the original impression 
is covered with wax. A wax sprue is added to the wax coating 
to facilitate subsequent elimination of the wax and pouring of | 
the Linotype metal (fig. 5). 
{ 





Figure 4. Waxing the investment model. Figure 5. Waxed model with sprue 
in place. I 


INVESTING MODEL AND WAX COATING 


The high-heat investment model and the wax coating are com- 
pletély invested in high-heat investment. The end of the sprue is 
left exposed (fig. 6). 
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POURING THE LINOTYPE METAL 


The invested mold is immersed in clean, boiling water and 
allowed to boil until all the wax is melted and eliminated from 
the mold. The mold is then placed in a dry-heat oven at room 
temperature, and the oven is heated to 180° C. Dehydration must 
be complete. This can be tested by holding a cold mirror over 


¥ 
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Figure 6 Completely invested waxed model. Figure 7. Pouring the metal 
negative, 
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Figure 8 Applying the resin. Figure 9. Completed plastic model. Compare this 
with figure 1. 
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the sprue hole. Linotype metal, which melts at 260° C., is heated 
in a crucible large enough to hold enough metal to fill the mold 
in one pouring (fig. 7), To avoid cracking the mold, its tempera- 
ture should approximate that of the metal. After the metal has 
been poured and the mold has cooled, the investment is removed 
by striking it with a hammer. Residue and small particles of 
investirent are removed with a water bath and stiff brush. 


CURING THE PLASTIC RESIN 


The resin used for the replica is a copolymer of vinyl acetate 
and vinyl chloride, prepared by the manufacturer in various basic 
colors. Pigments are available to modify these colors. The basic 
color of the specimen to be reproduced is prepared by mixing 
various pigments. To test the mixture, a small amount can be 
cured on a glass slide held over a Bunsen burner. The samples 
can be matched either with the specimen or with colored trans- 
parencies until the proper color is attained. 


After the metal mold has been heated to 100° C., a thin layer 
of the resin is brushed on with a camel’s-hair brush (fig. 8). To 
stabilize the layer and prevent too much flowing, it is partially 
cured by holding it under an infrared heat lamp until the surface 
gets a dull appearance. In the next layer, deviations from the 
basic color in the specimen are copied by applying different 
pigments as the colors wanted dictate. This layer also is 
partially cured with the infrared heat lamp. A third layer of 
the basic color is applied as necessary to build up the required 
thickness of the plastic specimen. The final cure is accomplished 
by placing the mold in a dry-heat oven at 180° C. for about 4 
minutes (fig. 9). 

CONCLUSIONS 


Replicas of pathologic specimens may be made in resilient 
plastic materials in any numbers desired. The process can be 
accomplished without injuring any part of the specimen and 
appears to offer a promising method for assistance in such fields 
as teaching, research, and clinical investigation. 
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ARTICLES BY PERSONNEL OF THE MEDICAL SERVICES OF 
THE ARMED FORCES PUBLISHED IN OTHER JOURNALS 


Hullinghorst, R. L., Lt. Col., MC, USA, and Steer, A., Lt. Col., -MC, 
USA: Pathology of epidemic hemorrhagic fever. Ann. Int. Med. 38: 77-101, 


Jan. 1953. 

Kessler, W. H., Capt., MC, USA: Gross anatomic features found in 27 
autopsies of epidemic hemorrhagic fever. Ann. Int. Med. 38: 73-76, Jan. 
1953. 

Leedham, C. L., Col., MC, USA: Epidemic hemorrhagic fever; sum- 
marization. Ann. Int. Med. 38: 106-112, Jan. 1953. 


Lytle, R. I., Lt. (jg), MSC, USNR, and Woolridge, R. L.: Purification 
and stabilization of influenza virus antigens for use in hemagglutination— 
inhibition or complement fixation antibodv titrations. J. Lab. & Clin. Med. 
41: 290-295, Feb. 1953. 


Martin, G. A., Lt.. MC, USN (deceased); Garfinkel, B. T., First Lt., 
MC, USAR; Brooke, M. M.; Weinstein, P. P.; and Frye, W. W.: Comparative 
efficacy of amebacides and antibiotics in acute amebic dysentery used 
alone and in combination in 538 cases. J. Ae M. Ae 151: 1055-1059, 
Mar. 28, 1953. 


McNinch, J. He, Col., MC, USA: Far East Command Conference on 
Epidemic Fever; introduction. Ann. Int. Med. 38: 53°60, Jan. 1953. 


Montague, E. K., Maj., MSC, USA: Role of anxiety in serial rote learn- 
ing. J. Exper. Psychol. 45: 91-97, Feb. 1953. 


Robbins, J. J., Comdr., MC, USN, and Lyons, W. F., Comdr., MC, USN: 
Beryllium granulomatosis; report of case. Ann. Int. Med. 38: 120-124, 


Jan. 1953. 


Ryder, H. W.; Espey, F. F.; Kimbell, F. D.; Penka, E. J., Lt. (jg), 
MC, USN; Rosenauer, A.; Podolsky, B.; and Evans, J. P.: Mechanism 
of change in cerebrospinal fluid pressure following an induced change in 
volume of fluid space. J. Lab. & Clin. Med. 41: 428-435, Mar. 1953. 


-Sborov, V. M., and Blumberg, J. M., Col., MC, USA: Indications for liver 
biopsy. J. A. M. Ae 151: 1070-1075, Mar. 28, 1953. 


Smetana, H. F.; Keller, T. C.; and Dubin, I. N., Maj.» MC, USA: Histo- 
logic criteria for differential diagnosis of liver diseases in needle biopsies. 
Rev. Gastroenterol. 20: 227-244, 1953. 


Swift, W. E., Jr, Maje, MC, USA: Clinical aspects of renal phase of 
epidemic hemorrhagic fever. Ann. Int. Med. 38: 102-105, Jan. 1953. 


Weiner, D., Capt., MC, USA: Role of cold hemagglutinins in frostbite. 
J. Lab. & Clin. Med. 41: 114-121, Jan. 1953. 
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PSYCHIATRIC SOCIAL WORK IN A 
COMBAT AREA 


RALPH W. MORGAN, Major, MSC, USA 


HIS article is a report of my professional experiences in a 
military hospital in Korea. An attempt will be made to 
answer the following questions: (1) What are the functions 
of a social worker in a combat zone? (2) Are there essential 
differences in the technics, methods, and philosophy of casework 
practiced in this setting as compared with other settings? and 
(3) What are the lessons to be drawn from this professional 
experience which may be helpful to other social workers? 


PSYCHIATRY, SOCIAL WORK, AND THE MILITARY MISSION 


It is believed that a short restatement of the working relation- 
ship between social work and psychiatry, as modified by the 
military milieu, may be helpful as a frame of reference prior to 
a detailed consideration of these questions. The sole purpose 
of an Army is victory in battle and the Army is organized toward 
that end. Every branch of the Army has its particular function 
which it must carry out if the victory is to be achieved. The 
function of the Medical Service is to conserve the fighting 
strength of the Army. Military psychiatric social work is social 
work practiced in direct and responsible working relationship 
with military psychiatry which conserves the fighting strength 
through the diagnosis, treatment, and disposition of neuropsychi- 
atric casualties. 


The patients referred to the military psychiatrist range from 
those with acute psychotic episodes to those with no demon- 
strable medical or psychiatric disease but who, nevertheless, 
have been unable to adjust to their military environment. The 
diagnosis and treatment of these patients require that they be 
treated under medical supervision. Most of them, however, are 
not those suffering from the severe forms of mental disease but 
those who have failed to adjust to their environments with re- 
sultant psychoneurotic symptoms or character-and behavior 
disturbances. The role of the social worker as a specialist in 
helping soldiers to adjust to their environments is, therefore, 
important. 


Military psychiatry in the combat area uses the principles of 
ego psychology with a degree of effectiveness which caused 
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favorable comment by the civilian psychiatric consultants who 
visited Korea. Psychosomatic symptoms in the combat area yield 
to ego-centered therapy far more readily than similar symptoms 
treated in civil life by experienced therapists. The overwhelming 
nature of outer reality and the close identification of the soldier 
with his unit combine to produce a milieu in which ego psychology 
is particularly effective. 


Social caseworkers, with a traditional function of helping 
persons to adjust to social reality, were quick to recognize 


the helpful insights which ego psychology offered on its inception. 


The emphasis this dynamic psychology places on the present and 
on the interaction of a person and his environment provided 
caseworkers with a more clearly delineated rationale for their 
methods than previously had been available. Professional train- 
ing in social work has thus long included rigorous grounding 
in the principles and methods of ego psychology. 


In discussing the roles of psychiatry and social casework in 
a child-guidance clinic, Ackerman (/) said: 

“The dynamic level at which the two professions meet is the so-called 

‘ego level.’ ‘Ego’ is a term which represents the organizing functions of 

the total personality. These functions, adaptively patterned, are oriented 

both toward the outer real world and toward the inner conflicts between 

impulse and conscience. The dynamic link between individual motivation 

and the group motivation is the ego. It is at this level that the areas of 
special interest of psychiatrist and caseworker meet.” 


The emphasis on ego psychology in both psychiatry and social 
casework means that for both disciplines there is a wide area of 
concurrent function, whether the setting be a civilian child- 
guidance clinic or the neuropsychiatric service of a military 
hospital in a combat zone. 


THE SETTING 


The evacuation hospital to which I-was assigned from August 
1951 until January 1952 was located in a group of brick buildings 
which had previously housed a Korean trade school. Because of 
its location, it was the first medical installation with psychi- 
atric personnel to the rear of the division psychiatrists. The 
neuropsychiatric service consisted of 3 wards with a total 
capacity of 70 beds. In addition to the divisions served, the many 
service units in the area provided a heavy outpatient load. 


The commanding officer of the hospital during most of this 
period had been trained as an internist. He was well oriented 
in psychiatry and the functions of social work and his active 
‘interest and support were invaluable in enabling the psychiatric 


(1) Ackerman, N. W.: In Hamilton, G.: Psychotherapy in Child Guidance. Columbia 
University Press, New York, N. Y. 1947. p. vii. 
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team to accomplish its mission. The chief of the neuropsychiatric 
service was a forceful, energetic medical officer who had com- 
pleted his residency training in psychiatry. In August 1951 
I was the only other professional officer, except for 3 psychi- 
atric nurses, assigned to the service. The large number of pa- 
tients on the service and in the outpatient clinic meant that 
all of us had to work long hours and that the chief of the service 
would be unable to supervise my work closely. Because both 
of us were aware of the capabilities and limitations of social 
casework in the military setting, however, an immediate favorable 
working relationship was established, which endured without 
interruption throughout my assignment to the hospital. 


The psychiatric team which functioned at this hospital was 
constantly changing and, therefore, difficult to describe. There 
were never more than 2 psychiatrists present, in addition to the 
chief of the service. The ancillary personnel of the team, other 
than myself, consisted of the 3 psychiatric nurses, a varying 
number of neuropsychiatric technicians, a clinical psychology 
technician, and an occupational therapy technician. In the daily 
conference, which all of the team members attended, there was 
a free exchange of opinion and full understanding and agreement 
by the team on the courses of action to be taken regarding the 
patients discussed. Through the leadership of the chief of 
service, every member of the team felt that he had a definite 
and important role to play in the treatment and rehabilitation of 
the patient. 


As with every group of people, this team had a collective 


- personality which was more than the sum total of the personal- 


ities of those who composed it. The feelings of unity and zeal 
experienced by all of the team were of an intensity unachieved 
in any other setting with which I am familiar. This can best be 
illustrated by am analogy from civil life. People on trains are 
much more friendly toward each other than they would be without 
their shared travel experience. Should the train become stuck in 
the snow or derailed there would be a further intensification of 
positive group feelings. In the military setting where the identi- 
fication of a person with the group is consciously encouraged 
and where the group shares the same food, sleeping facilities, 
work, and dangers over a period of months, there is an intensi- 
fication of group feeling which must be experienced to be fully 
appreciated. 


The group dynamics which operated in this environment tc 
cause patients to respond so readily to treatment were thus also 
operative in influencing the members of this therapeutic team 
toward the enthusiastic co-operation which characterized our 
treatment efforts. 
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In the service, there is a saying: “There are no specialists 
on the battlefield.” This is true in that in emergency situations 
every soldier must be prepared to advance the victory through 
any action on his part which he or his superiors deem necessary. 
I had many duties toward this end while in Korea which were 
not social work functions. The 2 most important activities of 
this kind were acting as the executive officer of the hospital 
for a short period and serving as administrative officer for the 
neuropsychiatric service. The commanding officer of the hospital 
and the chief of the neuropsychiatric service, however, regarded 
these functions as secondary to that of psychiatric social work. 
It was found, however, that these secondary duties were pro- 
fessionally helpful because they facilitated the intake process 
and amore effective liaison with the hospital headquarters 
regarding patients’ administrative problems. 
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The professional day began with a group orientation for all 
new patients who had arrived on the service since the previous 
morning. An explanation was given them about where they were 
and the nature of the treatment they were to receive. They were 
brought to recognize the fact that they had been sent to our 
service because a medical officer had examined tiem and found 
them in need of treatment for the emotional disorders from which 
they suffered. It was explained that their treatment in most 
instances would consist of talking with the staff, taking part 
in the activity program, rest, and recreation. An opportunity was 
provided for questions and attention was given to their immediate 
needs. 


In the activities program, for which I was responsible, a 
hospital atmosphere was rigorously avoided. This was ac- 
complished through a strenuous schedule of mental and physical 
activity which prevented idleness and the resultant secondary 
gain that occurs when patients are allowed to become preoccupied 
with their symptoms. The psychotic patients were kept in pajamas 
on a separate ward and all other patients were dressed in 
“fatigues” and were required to function and vehave in a soldierly 
manner. Various sports such as baseball, volleyball, and horse- 
shoes were added to calisthenics to provide physical activity. 
Group discussions on the progress of the war or current events 
were held when possible. A reading room was constructed on the 
ward, with the crests of the combat divisions in Korea em- 
blazoned on the walls and bright, cheerful curtains were pro- 
vided by the American Red Cross. 


The traditional psychiatric social-work function of taking 
social histories was a minor one in this setting. A few patients, 
who presented diagnostic problems, required social histories 
with information obtained from collateral sources. A more fre- 
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quent task was that of interpreting patient’s illnesses to com- 
manding officers, to medical officers on other services, or to 
other interested parties. 


Although organized community resources, as known in civil 
life, are lacking in the combat zone, all really necessary health 
and welfare services are provided. The American Red Cross 
staff of the hospital, rendered its usual service in recreation 
and in its liaison function with the patient’s home community. 
Patients with religious problems were referred to chaplains 
after an interpretation of their illness was given by the social 
worker, 


A research project, initiated by the chief of service, and a 
special study on combat exhaustion, which was desired by 
higher authority, were undertaken. Along with the psychiatrists 
and psychiatric nurses I took part in training classes held after 
duty hours for the neuropsychiatric technicians. The bulk of 
my time, however, was spent in interviewing patients referred 
by the chief of service, who assigned patients to the various 
staff members during the daily staff conferences, 


Two case histories, which indicate the wide range of casework 
function in this setting, are presented. The first is that of an 
inpatient who was treated on a short-term basis for a conversion 
reaction which was acquired in combat. The second is that of a 
rear-area soldier who was treated on a long-term basis (mostly 
as an Outpatient) for a psychosomatic disability which was a 
manifestation of an underlying passive-dependent personality 
structure. Although some treatment failures inevitably occurred, 
these 2 patients are representative of most of those who re- 
sponded to treatment. 


CASE HISTORIES 


Case 1. Five days before being evacuated, a 23-year-old 
soldier, who had been in combat for 3 months as a truck driver 
in an infantry regiment, noticed a tingling sensation in his legs 
when he climbed into his truck to take ammunition to a forward 
position. On his previous trip forward, the truck ahead of him 
had been demolished by a mine and the driver of the vehicle 
killed. The tingling sensation in the patient’s legs changed to 
a progressive weakness as he continued his driving. He finally 
had to be taken off driving, but his inability to walk made him 
useless in the division area. He was evacuated to the division 
clearing company, but he did not respond to the 48 hours of 
rest and sedation given by the division psychiatrist. The patient 
was then evacuated to a mobile army surgical hospital and on 
the following day evacuated to our service. Examination by the 
chief of service confirmed the diagnosis of conversion reaction 
and he was assigned to me for therapy. 
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He was carried into my office by 2 attendants and placed in 
a chair beside the desk. His mood was one of rather carefree 
co-operation and he displayed the beautiful indifference char- 
acteristic of such patients. He was asked for the circumstances 
leading up to his evacuation. As he told the story, he was careful 
to insist that he had not been especially afraid in combat and 
that he liked his job in contrast to that of rifleman. The central 
theme of the interview was quickly guided toward discussing 
his fear in combat. From a position of not being especially 
afraid, he was after a few minutes able to recognize that he had 
actually had intense feelings of fear and revulsion on the day 
before the onset of his symptoms when he first saw the body of 
the soldier who had been killed while driving the truck ahead of 
him. When the patient admitted that he was afraid in this situation, 
he was asked to describe his bodily reactions at the time. He 
recounted with increasing affect the rapid breathing, the weak 
feeling in the pit of his stomach, and how his knees “felt like 
water.” After having the patient recall other frightening combat 
experiences, I called attention to the fact that his symptoms 
accompanying fear were common to all soldiers in greater or 
lesser degree. I explained that, as in his case, when a bad shock 
such as the death of a buddy occurs, the weakness in the knees, 
caused by fear, may become so severe that many soldiers believe 
they cannot walk. At this point, the patient shook his head in 
disbelief and concern. I assured him, however, that I recognized 
that he was a good soldier, that he was doing a valuable job, 
and that he would want to get well so that he could return to his 
unit. He was told that he would be given sufficient time to relax 
and get back on his feet. He verbalized agreement to all these 
things but still believed that he could not walk. I then informed 
him that many such patients had been successfully treated before 
and that medical examination showed there was nothing organ- 
ically wrong with him. In a friendly fashion, I then suggested 
that I would aid him to try walking if he wanted to. He was 
helped to his feet and stood in a wobbly fashion. It was strongly 
suggested that he could take a step toward me, and he suc- 
cessfully did so. The attendants who had helped him into the 
office were called in and the patient was praised to them for 
his efforts to help himself. The attendants, who had been thor- 
oughly trained in this approach, also responded with praise and 
approval. The patient looked doubtfully at first from face to face, 
but seeing only genuine approval, redoubled his efforts and with 
help walked back to the ward where the nurse added her praise 
and approval. The patient, who had been eating on the ward, 
initially was helped to walk to the mess hall, but his condition 
quickly improved and this help became unnecessary. He was 
given continual reassurance and approval by all staff members. 
Within 3 days he was walking very well and seemed fit to return 
to duty. 
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In a final interview, I re-examined the patient’s feelings with 
him, and he was able to state in a positive fashion that he was 
afraid of returning to combat. I discussed this fear with him, 
stressing that this was a normal feeling. He was then asked 
how he would feel if he did not go back to his unit. He at first 
replied that he would like this, but added that he would miss his 
buddies. When asked about his other feelings in this regard, 
he admitted that he would also feel as though he were letting 
his buddies down. He was quite unable to resolve his ambivalent 
feelings about returning to combat. Deprived of the use of his 
defense mechanisms of denial, rationalization, and displacement 
insofar as his fear of combat was concerned, however, and having 
acquired some insight into his problem, he was able to mobilize 
sufficient ego strength through this treatment to be able to 
accept return to his unit in a philosophic manner. 


Comment. Returning this soldier to combat was what he needed. 
Had he been permitted to go to a noncombat unit, or worse still, 
had he been evacuated to Japan, his growing guilt would have 
increased the necessity of holding on to his symptoms to the 
point where permanent incapacity might have resulted. Returning 
the soldier to his unit, on the other hand, provided him with an 
opportunity to return to a stress situation from which he had 
escaped by means of his symptoms. This was a maturing, guilt- 
relieving experience which was in the best interests of both 
the soldier and the Amy. 


An analysis of the casework methods used with this patient 
reveals no real departure from those used in a civilian setting. 
The classification of casework methods used by Hollis (2) in 
her study of casework with women in marital conflict can be used 
in analyzing the work in this case. 


The orientation of ward personnel in their attitude toward the 
patient’s recovery and the oraer that the patient be helped to 
the mess hall, rather than receive his meals on the ward, are 
examples of environmental modification brought about by my 
direct action in this case. 


The use of psychologic support is evident in the way the 
patient’s past service and good motivation were recognized with 
him. I was an accepting but firm figure of authority, and in the 
initial interview very strong suggestions and directions were 
given to a man whose personality had assumed an immature 
adjustment. As the ego strength of this patient became more 
mobilized under this treatment, clarification assuned a greater 
role. The patient was led into a discussion which universalized 
his symptoms of fear and helped him recognize his ambivalence 


(2) Hollis, F.: Women in Marital Conflict. Family Service Association of America, 
New York, N. Y., 1949. chap. 11. 
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about returning to combat. There was no discussion with this 
patient of childhood experiences, the emphasis in the interview 
being on the present situation. No attempt was made to develop 
emotional insight, because the situation did not permit that type 
of therapy, nor was it indicated for this patient. 





Lhe progression in the use of the various casework methods 
with this patient was rapid and condensed because of the milieu 
in which this work was done. Not all patients, however, re- 
sponded so dramatically to treatment, as the following case 
illustrates. 


Case 2. An immature, 23-year-old finance clerk, who served 
in a headquarters near the hospital, was first seen in the out- 
patient clinic in August 1951, having been referred by the medical 
service with a diagnosis of psychogenic gastrointestinal reaction. 
He had served in Korea for 1 year and for the preceding 6 months 
had suffered intermittently from severe epigastric cramps un- 
relieved by antispasmodics. He had been told at other medical 
installations that his discomfort was not organic but he was 
apparently unable to accept this explanation. 


When I first saw him, he was hostile toward medical personnel 
and the type of treatment he had received. He was permitted 
verbally to discharge his aggression and to tell of his feelings 
of loneliness and lack of emotional satisfactions in his en- 
vironment. As he began to feel accepted, he became less tense 
and was able to tell about how much he missed his mother and 
the girl to whom he was engaged. He produced a letter from his 
fiancee in which she related how much she missed him, and he 
told how he had cried when he first read it. When asked if his 
stomach had troubled him at that time, he hesitated, and then 
replied that it had. tle stated that the doctors he had seen had 
pointed out this relationship but that he had not been able to 
believe it. It seemed, though, that some letters from hore did 
upset him. An appointment was made for him to return in 1 week 
and he eagerly accepted this arrangement. As he arose to leave, 
he volunteered the information that he didn’t believe in this 
“in the mind” business, but that he did feel better. 


He was seen periodically for 5 months, including one 3-day 
period when he had to be admitted to the hospital because of 
an acute recurrence of symptoms precipitated by the nonreceipt 
of letters during a 2-week period. A limited degree of under- 
standing of the emotional nature of his difficulty was obtained 
by the patient, as shown by his increasing ability to connect 
the receipt of emotionally painful letters—or lack of them— 
with the recurrence of his epigastric distress. He was well 
motivated to the extent that he verbalized strongly a desire to 
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complete his service in Korea. He was early brought to recognize 
that his symptoms could not be used to secure his evacuation, 
and this, along with the emotional support I gave him, enabled 
him to complete his Korean service satisfactorily. The additional 
understanding of the nature of his symptoms developed during 
this relationship gave him a degree of insight into their cause, 
although insight therapy, as such, was not attempted because 
of his immaturity. 


Comment. The admission of this patient to the hospital on 
one occasion constituted environmental modification through 
my direct action, but the predominant casework method used 
was psychologic support with the increasing use of clarification. 
Whenever this patient met reverses in his environment, he would 
request an appointment and talk freely about his situation and 
his symptoms, I accepted his feelings of dependency, but toward 
the conclusion of every interview there would be a discussion of 
the “reality situation” and the strengths which the patient could 
mobilize to meet it. Appointments continued on a weekly basis 
until his symptoms were in remission. This support enabled the 
patient to function on his job in Korea, as well as helping him 
view his gastric upsets in their proper perspective. There was 
no real change in the severity or frequency of his symptoms, 
but the psychologic support given him and the clarification he 
received as to the cause of his difficulty enabled himto accept 
and live with his symptoms. 


CONCLUSION 


The function of the social caseworker in a psychiatric setting 
in a combat zone is essentially the same as that in other medical 
settings. The duties of intake, orientation, interpretation, case- 
work, training of staff members, and research which have been 
described are important in every setting and are familiar functions 
for all social workers. 


There are but few differences in the technics and methods 
of casework practiced in the combat area as contrasted with 
other locales. As shown in the case presentations, the patients’ 
problems were dealt with much more directly than usually is 
possible in a civilian setting. This change in technic resulted 
only partly from the heavy case load, but mostly from the fact 
that patients responded better to this approach. Subsequent 
experience in Japan has indicated, however, that this change 
is effective only in an emergency milieu. Another change in 
technic was the increased use of strong suggestion. The success 
of this change also was related closely to the group dynamics 
operating in combat as well as the heightened suggestibility of 
anxiety-filled patients. 
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The analysis of the casework methods used in the 2 patients 
here described indicates but little departure from those used by 
caseworkers in the treatment of marital problems in a civilian 
setting. The generally more rapid and dramatic response of 
patients to treatment resulted in some condensation in the use 
of the various methods, however. 


The professional activities which have been described are 
but manifestations of basic social-work philosophy in action. 
In World War II, military psychiatrists learned that “under suf- 
ficient stress, any individual may show failure of adaptation, 
evidenced in symptoms characteristic of mental and emotional 
disorder.” (3) The experience of the Korean conflict had led 
to another observation which is a positive corollary to the 
previous finding. That corollary is that persons who have had 
earlier unfavorable adaptations can function adequately in 
stressful environments if those environments contain sufficient 
emotional support for them. We frequently had the heart-warming 
experience of interviewing epileptic patients, patients with 
extensive periods of psychiatric hospitalization in civil life, 
or patients with histories of repeated juvenile delinquency who 
had been evacuated for exhaustion only after many months of 
excellent combat service and the grossest precipitating trauma. 
These observations confirm the social worker’s basic philosophy 
concerning the adaptiveness of the human personality, the 
dignity and the worth of individuals. 
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The ego-supporting factors present in groups in emergency 
settings produce a milieu in which the technics and methods 
of casework are particularly effective in helping patients adjust 
more adequately to their environments. This postulate should 
be tested further by caseworkers in disaster areas or at other 
places in which the brutally overwhelming nature of reality is 
comparable to that of a combat zone in its meaning to the patient. 


(3) Hodges, M. B. (editor): Social Work Year Book, 1951. American Association of 
Social Workers, New York, N. Y., 1951. Pe 464. 











THE VASOMOTOR RHINITIS 
SYNDROME 


JOSEPH A. BUDETTI, Lieutenant Colonel, MC, USA (1) 


HAT people in all types of life refer to as “catarrh” or 

“sinus headache” produces in the Armed Services a 

serious medical problem. The widespread morbidity 
resulting from this condition puts it on a par with the common 
cold. Its unique feature is its variation in response to environ- 
mental factors. A military life which frequently brings forced 
changes in climate, and in living, working, and family conditions 
can accentuate these factors and their clinical effects. Even 
when limited to the upper respiratory tree, the clinical findings 
associated with vasomotor disturbance are extremely variable. 
Eliminating the suppurative sinus diseases, the syndrome is still 
complex. To bring out most of the symptoms, detailed question- 
ing is both necessary and profitable. Individually, some of the 
symptoms seem so trivial or unrelated that they may be over- 
looked. When grouped together, the symptoms form a syndrome 
the evaluation of which leads to the correct diagnosis. 


DIAGNOSIS 


Listed in tneir relative order of frequency and importance to 
the patient are the following items. 


Mucous dnp. Most patients learn to live with their postnasal 
drip because it is so mild, so commonly present, and produces 
more annoyance than disability. Often there is a constant hawking 
or gagging which in the early morning occasionally produces 
vomiting of breakfast. The drip is not always mild. Occasionally 
it is a profuse nasal mucoid discharge that will soak up 3 or 4 
handkerchiefs a day. Among children there are perennial “snif- 
fers” and “dribblers” whose head colds recur in rapid succession. 
Too many of these children have their troubles incorrectly blamed 
on their adenoids or tonsils. Their adenoid facies and nasal 
twang are incorrectly offered as indications for tonsillectomy and 
adenoidectomy without thought to further differential diagnosis. 


Pain, to the patient, is the most disturbing symptom and the 
one most likely to cause disability. Its location may vary but 


it is usually frontal, low (almost nasal), and bilateral or midline, 


(1) Tokyo Army Hospital and consultant otolaryngologist, Far East Command. 
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radiating to the temples or occiput. It is dull, heavy, occasionally 
throbbing in character, and may occur daily or 2 or 3 times 
weekly, recurring about the same time each day—more commonly 
in the late morning and usually lasting from 2 to 4 hours with or 
without aspirin. The pathogenesis of this pain is obscure, but 
is most frequently ascribed to the irritation of sensory nerves 
accompanying the blood vessels in the turgescent conchal or 
sinus mucosa. Williams (2) asserted that uncomplicated chronic 
suppurative sinusitis is a painless disease. The association 
of pain with nonsuppurative disease is so constant that its very 
presence is pathognomonic. One of the chief purposes of this 
article is to emphasize the organic basis of this symptom even 
though objective evidence may not be obvious. Diagnosing a 
headache as psychogenic simply because there are no visible 
pathologic findings is dangerous, and yet we cannot afford to 
lose sight of the fact that situational maladjustments and emo- 
tional factors can produce functional aggravation. 


Nasal obstruction is intermittent and insidious and seldom 
acute or overwhelming unless a specific allergy is superimposed. 
It is most always unilateral, alternating from side to side. When 
it constantly involves only one side or is bilateral, a complicat- 
ing deviation of the septum or nasal polyps must be sought. 


Sinusitis. The feeling of a constant or constantly recurring 
head cold is the chief basis for the patient’s insistent belief 
that he has sinusitis—even when the roentgenographic findings 
are normal. The presence of headaches increases this belief. 
The nasal reaction in these head colds may consist of (1) a 
feeling of dryness and stuffiness, (2) postnasal drip, or (3) 
profuse nasal discharge. Transillumination in uncomplicated 
cases is invariably clear but roentgenograms are more revealing. 
About 20 percent of sinus films will show a slight haziness due 
to mucosal thickening. Consistent clearness or the return of 
mucous flakes on diagnostic maxillary sinus irrigation will prove 
this to be a nonsuppurative sinus reaction. Only in severe com- 
plicated cases is polypoid degeneration seen. 


Dizziness is not a true vertigo, but rather a momentary light- 
headedness. It is associated with a change in position, usually 
On stooping or rising. Along with headaches, this symptom is 
usually aggravated in muggy summer weather, or when the pa- 
tient gets hot. Frequently he complains of blacking out but 
careful questioning will reveal a feeling that he is about to 
black out, rather than actual fainting. 

Blurred vision. No ocular changes are caused by rhinitis, 
but pressure sensations about the eyes and transient blurring 
recur with active use of the eyes in reading or sewing. This is 
often misinterpreted as eye strain by the patient. 








(2) Williams, H. L.: Allergy of inner ear. Arch Otolaryng. 56: 24-44, July 1952. 
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Globus hystericus. When present, the feeling of a lump in the 
throat is more intense than the sensation of postnasal drip. The 
tightness, the muscular spasm, and the feeling of constant 
irritation deep in the throat may lead to a choked feeling. Fre- 
quently associated with this symptom is a history of shortness 
of breath, palpitation, or anxiety. Carcinophobia is often a by- 
product of this complaint. A distinction must be made between 
this symptom and cricopharyngeal spasm which is very low in 
in the neck. 


Anxiety state. All of the personal and family tensions which 
are possible in everyday life are aggravated by wartime con- 
ditions. Separations from families, alerts for overseas duty, 
combat duty, unpleasant or dangerous assignments, or even 
boring, repetitious duties create strains that are easily mani- 
fested in the vasomotor system. These conflicts, frustrations, 
and resentments are commonly accompanied by symptoms of 
nasal hyperfunction. In many, the primary cause for catarrh may 
be psychogenic (3), Some clinicians believe that emotional 
influences bring about alterations in the excitability of the 
autonomic nervous system. Stimuli that were of a subthreshold 
level acquire the capacity of acting as excitants. Cholinergic 
stimulation of the parasympathetic nerves produces the nasal 
bogginess and discharge characteristic of hyperfunction (4), 


With each repetition or with the persistence of these psychic 
patterns the pathologic changes induced in the nasal mucosa 
become prolonged. These, when accompanied by continued un- 
satisfactory personal adjustments may cause chronic nasal 
disease. The choice of treatment in these patients is difficult. 
Unnecessary operations, ineffective local therapy repeated time 
after time, and misdirected suggestive therapy that can lead to 
fixation may prove disastrous and lead to the nasal cripples so 
helplessly enmeshed in their vicious “cycle of constant colds,” 
their constant office visits, and constant changes of physician, 
Proper management in the early reversible stage can lead to 
proper physical and mental adjustment. 


Lest we become too critical of the physician, we must recall 
that the most common cause of neglect in the early stages is 
the patient’s own reluctance to report for treatment. A dozen 
sneezes, an itchy or a blocked nose, and transient headaches 
may not be sufficiently troublesome to cause the patient to seek 
medical advice. Even the physician sees these symptoms so 
commonly that it is difficult for him to take seriously the patient 
who does complain of actual disability. 





(3) Fowler, E. P., Jr.: Neurogenic factors in nasal catarrh. Psychosom. Med. 12: 
108-112, Mar.-Apr. 1950. 

(4) Lederer, F. L.: Otolaryngology; vasomotor rhinitis. In Youmans, J. B. (editor): 
Medicine of the Year, Second Issue 1950. J. B. Lippincott Co., Philadelphia, Pa., 
1950. pp. 156-158. 
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Familial diathesis. A history of chronic nasal trouble, sinus- 
itis, hay fever, or asthma is a common finding in the family 
history of the patient with vasomotor rhinitis. Although such a 
history is often vague, the persistent occurrence of this associa- 
tion is clinically significant. 


Laryngitis. Extension of the vasomotor symptoms lower in 
the respiratory tract produces cough or hoarseness or both. 
Either can be distressing or lead to temporary disability. For 
years, the larynx may appear normal except for moderate pallor 
and bogginess. Prolonged hoarseness may lead to pachydermic 
thickening or roughness, but the findings are usually minimal, 
The tracheobronchial tree also appears normal in spite of a 
persistent cough that ranges in severity from a tickling sensation 
to spasms which simulate the asthmatic stage. 


Climate and dust sensitivity. The opportunity for travel given 
by military life affords many patients the chance to compare 
the effects of different climates. Sick call records of any given 
patient in various locations will show the complete relief ob- 
tained in some areas (usually high and dry), as compared with 
the aggravation in others. 


The metabolic dysfunction associated with vasomotor in- 
stability is not characteristic enough to be specific. Walsh (5) 
and Proetz (6) have demonstrated an excellent response to thyroid 
therapy where the BMR is below minus 15 and the blood cho- 
lesterol is correspondingly high. In my experience, many pa- 
tients with subclinical dysfunction responded to such therapy 
even when the laboratory findings were indefinite. 


The concept of vasomotor rhinitis as strictly an allergic 
manifestation to specific proteins or their by-products is er- 
roneous. Unless the concept of allergy is broadened to include 
all of the reactions of instability, the effects of physical allergy, 
emotional disturbances, and environmental factors all could be 
easily overlooked. The severest manifestations of allergic 
disease are associated with an antibody-allergen reaction in 
the tissues but observation suggests that in allergic diseases 
functional disturbances are due in part to autonomic imbalance 
between the sympathetic and parasympathetic nerve fibers. 
Not only nasal hyperfunction but also eosinophilia has been 
produced experimentally on one side of the nose by procaine 
injections (temporary) or surgical section of the sympathetic 
stellate ganglion (permanent) on the affected side (3), This 
effect can be reversed in the same subject by the intravenous 
injection of 1 cc. of a 1:50 million solution of epinephrine. 





(5) Walsh, T. E.: Vasomotor rhinitis. Laryngoscope 60: 360-367, Apr. 1950. 
(6) Proetz, A. W.: Further observations of effects of thyroid insufficiency on nasal 
mucosa. Laryngoscope 60: 627-633, July 1950. 
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Blocking or section of the parasympathetic ganglion produces 
the opposite effects: shrinking and drying of the nasal mucosa 
with some crust formation and wide nasal passages. Physical 
stimuli such as excessive dryness, excessive heat, excessive 
cold, dust, or climatic conditions can also produce autonomic 
dysfunction. Pathologic changes of the nose and sinuses due to 
such stimuli are so constant that the term “pathergy” has been 
suggested by Breuner for this disease. Yet the restriction of 
the concept ‘allergy” to immunologic allergy as a complete 
explanation is still held by some. 


Kern found that 69 percent of his patients showed a peren- 
nial nasal syndrome as part or all of their allergic respiratory 
complaints. He classified the condition as allergic rather than 
vasomotor and suggested that every such nasal syndrome, in- 
cluding the mildest, should always have a thorough allergic 
study including skin testing. Treatments should include com- 
plete elimination of all allergenic factors such as wool, animals, 
over-stuffed furniture, and dust of all types from the patient’s 
environment, continued desensitization to all inhalant allergens 
to which he reacts positively, a specific diet eliminating of- 
fending foods, and a change of climate and environment when 
indicated. The difficulty of such medical management in mili- 
tary medicine is obvious. 


I believe vasomotor rhinitis is a subclinical autonomic in- 
stability in which hyperfunction is induced by cholinergic im- 
pulses reflected in the nasal mucosa. Such impulses can be 
instituted or aggravated by functional factors but are basically 
organic in their clinical manifestations. 


TREATMENT 


The successful therapeutic regimen in vasomotor rhinitis is 
that which takes cognizance of the patient as a whole. No one 
approach is adequate. Medical, surgical, allergic, psychothera- 
peutic, local, and general therapy may be indicated separately 
or together. Therapy must achieve both immediate palliative and 
long-term relief. 


Surgery. Rhinitis, per se, is a nonsurgical disease but there 
is no objection to any nasal or sinus operation that may be 
indicated by secondary or complicating nasal and paranasal 
pathology. Indiscriminate and routine submucous resections are 
not advised because they fail to produce the benefits anticipated. 
Too many nasal obstructions that are due to boggy turgescent 
membranes are treated by this operation, but severe obstructions 
or those impinging on the middle meatus must be corrected 
regardless of the medical factors. 
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Nasal polyps that obstruct the airway or sinus drainage should 
be removed, regardless of other disturbance. The only question 
here is how far to go. The prognosis for recurrence of the polyps 
is no contraindication, but every medical means should be taken 
to prevent this recurrence. The type and intensity of symptoms 
and the pathologic findings call for individual decisions. If the 
nasal polyp is solitary, its removal will give relief for months 
or even years. If the polyps are an overflow from the sinuses, 
their roots may have to be removed. Because few patients are 
seen with ethmoid polyps not associated with the maxillary sinu- 
sitis, the Caldwell-Luc operation is still the operation of choice 
if the condition is advanced, regardless of what old-fashioned 
label it may carry. The simultaneous clearing of the ethmoid 
cells by upward extension through the maxillary sinus, by intra- 
nasal evisceration, or by an external approach must be decided 
by the surgeon in accordance with his skill or training. Solitary 
polyps within a sinus do not necessarily have to be removed. 


Infection calls for drainage regardless of allergy or somati- 
zation and the judgment of the surgeon will determine what 
operation is needed. It may vary from simple puncture and irriga- 
tion of the maxillary sinus to a fairly radical, extensive pro- 
cedure. Conservative therapy should be tried first if it can give 
proper ventilation and drainage and a fair promise of success. 
Within certain limits cortisone and ACTH are of value in re- 
ducing polyps or preventing their recurrence. The local injection 
of cortisone into the nasal mucosa permits the use of minimal 
doses and gives maximal effects, but it is of more benefit in 
seasonal allergy than perennial rhinitis. A recent report indicated 
that injections of 1 cc. of saline solution will produce the same 
results as cortisone. 


In the Armed Forces we must consider whether the patient’s 
condition is sufficiently reversible so that an operation will 
qualify him for military duty. If not, we must decide whether to 
operate to give the patient maximal benefit before separation 
from the service or to separate him with the recommendation 
that he be operated on later at a Veterans Administration facility. 


For those patients without complicating surgical processes, 
management consists of (1) immediate palliative therapy, (2) 
long-range curative or palliative therapy, or (3) disposition 
including physical classification for future assignment, if any. 


Palliative treatment of nasal obstruction includes the simple 
highly successful cautery of the conchas. This quickly provides 
a nasal passage without disturbance of nasal function. The type 
of drug used to relieve headache depends on the severity of the 
complaint. Too many patients will tell you that they live on 
aspirin or the equivalent. Although antihistaminic drugs have 
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given less relief in chronic vasomotor rhinitis than in acute 
allergic reactions such as hay fever, a sufficient number of 
patients obtain relief to warrant their therapeutic trial. The 
dose of pyribenzamine required for relief may be 400 mg. or 
more per day. As an adjunct, ephedrine sulfate orally will not 
only increase the nasal shrinkage but overcome the soporific 
side effects of the pyribenzamine. The startling benefits first 
reported with ACTH and cortisone have not been permanent. 


Another promising drug is banthine. Its demonstrated depres- 
sion of parasympathetic nerves resulting from its effect on the 
vagus nerve suggested its use in vasomotor rhinitis. If the 
headache is associated with posterior cervical myalgia as in 
the so-called “tension” headaches, the sublingual application 
of a few drops of highly diluted histamine solution gives relief (7). 


Long-range therapy is controversial because many technics 
produce a few good results but none, including intensive regi- 
mens for allergy, consistently produce any large proportion of 
cures. The subclinical allergy which contributes to vasomotor 
instability is due to hypofunction of thyrotropic and adrenotrophic 
endocrines and the best drug for this condition is thyroid, given 
over several months in doses of maximal tolerance. It is con- 
venient to use because it is given once daily, can be given to 
patients on an outpatient status with a minimum of control, 
and, when effective, gives dramatic relief of the headache. 
Banthine and ACTH could be considered under long-range 
therapy because their ability to break a chain of sensitivity 
reactions will sometimes give relief for 6 months or more. Elimina- 
tion diets, except at fixed posts in the United States, are im- 
practical for military personnel. Similarly, a change of climate 
is difficult, although desirable. On rare occasions transfers 
may be arranged through administrative channels. Medical 
channels are neither desirable or satisfactory unless the disease 
is disabling enough to warrant such a recommendation, in which 
case separation from the service should be considered. The 
routine therapy for allergy is effective only when environment, 
emotional adjustment, anxiety, and climatic factors are controlled 
and when the allergies are specific. Tobacco should be recog- 
nized as a definite factor both in local irritation and constitution- 
al effect. Many patients with rhinitis and bronchitis have respond- 
ed to abrupt, complete cessation of smoking. 


Disposition. The question of military disposition varies with 
the individual patient, who should be classified on the basis 
of his response or lack of response to therapy. If the objective 
findings are minimal, he should be returned to duty after a 
minimal trial with therapeutic and psychotherapeutic measures. 


(7) Seydell, E. M.: Personal communication. 
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The average patient is satisfied to return to duty when it is 
explained to him that his symptoms are not due to any serious 
disease and that his condition is fairly common. He has had 
his symptoms long enough to know that duty will not materially 
affect his condition for the length of his current period at any 
post or in any assignment. The more severe subjective com- 
plaints without objective findings will require either some 
limitation of duty and extended observation or help in requesting 
a transfer on his nezt tour to a high, dry region for a therapeutic 
trial. This group will most often require some psychologic help. 
‘Those with severe symptoms and/or findings of objective sec- 
ondary or complicating pathology will require operation followed 
by “limited duty.” This allows extended observation for deter- 
mination of the suitability of continued military duty. Rarely 
will transfer to the United States from overseas be indicated 
although this may be a last resort, particularly in patients with 
chronic catarrhal bronchitis, persistent laryngitis, recurrent 
polyposis, or intractable headache. 


CONCLUSION 


Vasomotor rhinitis is a definite syndrome requiring recognition 
and treatment as an organic, potentially disabling condition 
amenable to therapy. Psychotherapy and allergic therapy are 
integral but associated parts rather than dominant parts of the 
treatment. The soldier with vasomotor rhinitis deserves medical 
care and study rather than a nonprofessional brush-off or a 
diagnosis of psychoneurosis merely because he presents no 
objective findings. Unfortunately, because we cannot predict 
which patients have a good and which a poor prognosis, we 
cannot make any blanket rules for disqualifying these patients 
from military duty. The extremely high incidence (at least 30 
percent) of the mild form of this disease among all population 
groups, usually prevents favoritism in assignment to particular 
climates, 
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A BONE-FLAKING DEVICE“ 


ROBERT W. AUGUSTINE, Lieutenant Colonel, USAF (MC) 
WALTER E. LANDMESSER, Jr., Captain, USAF (MC) 
WILLIAM R. MacAUSLAND, Jf, First Lieutenant, USAF (MC) 
LEE W. SHAFFER, Jr., First Lieutenant, USAF (MC) 
FRANCIS D. O’BRIEN, Major, USAF (MC) 


N apparatus for reducing bone to minute fragments for graft- 
ing procedures is desirable. Meat grinders, centrifugal 
mixers, pencil sharpeners, and other household appliances 

have been used for this purpose. Other machines have been de- 
signed exclusively for this function. We have devised an appara- 
tus (figs. 1-4) to reduce cortical bone to fine dimensions (fig. 5) 
and thus insure good contact between the graft and the host bone. 





Figure 1. View of bone flaker from above with top of housing removed as for 
cleaning. Note flywheels, cutting wheel, feed tube, circular table saw, 
and guard. 


These bone shavings may be mixed with a solution of blood and 
penicillin and applied as a plastic substance in fusion operations 
involving cancellous bone, or as a contact substance between a 
cortical strip graft and the host bone. We are investigating the 
physiologic properties of flaked bone. 


With our device, bone flaking is accomplished by feeding cor- 
tical strips through a tube to the cutting face of a rotating wheel. 


(1) U. S. Air Force Hospital, Maxwell Air Force Base, Ala. 


865 








U. S. ARMED FORCES MEDICAL JOURNAL (Vol. IV, No. 6 


Figure 2, Side view of outboard table saw with lower guard removed. 
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Figure 3. Front view of unit. The plunger of the feed tube (% inch in diameter) 
has been removed and placed on the base plate. 
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Figure 4. Front view of assembled unit. Note sturdy stand, fixed-mount power 
unit, and drive shaft with universal coupling. A sterile drape covers the 


stand when in use. 
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The cutting wheel is driven at 700 r. p. m. by an unsterile hand 
drill turning a 30-inch sterile drive shaft. Two heavy flywheels 
prevent stalling. The outboard side of the machine drives a cir- 
cular table saw which cuts the graft into strips that fit into the 
tube. 





Figure 5. Specimen of fibula reduced by the bone-flaking device. 


The machine and drive shaft are sterilized with steam. During 
use a sterile sheet is placed over the stand under the ma- 
chine. The unit weighs 25 pounds and is stable. The sterile 
drive shaft is easily attached to the hand drill and the unit. 
To clean the device, the top of the housing is removed and the 
cutting wheel washed with water, followed by ether. The cut- 
ting wheel and saw blade are coated with oil for storage. 
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ADOLESCENT KYPHOSIS 


THOMAS EB. DAMERON, Jr., Lieutenant, MC, USNR (1) 
WILLIAM H. GULLEDGE, Commander, MC, USN (1) 


HE interpretation of deformities of the spine has always 

been a challenge to the orthopedic surgeon. This article 

is a study of one of the most frequent thoracic deformities, 
adolescent kyphosis. 


HISTORY 


In 1921 Scheuermann (2) first described what has come to be 
called adolesecnt kyphosis, Scheuermann’s disease, juvenile 
dorsal kyphosis, and vertebral epiphysitis. He suggested that 
the syndrome be called osteochondritis deformans juvenilis. Prior 
to this there had been no clinical studies of this entity, although 
Virchow, in 1916, had given an anatomic description of anterior 
wedging of the thoracic vertebras in man as well as in apes, 


METHOD OF STUDY 


One thousand young men were examined in the order of their 
reporting for duty at this recruit-training center. Of these, we 
found 83 who had significant dorsal kyphosis which could not be 
corrected by active or passive attempt. These men were then 
studied more closely with complete history, physical examina- 
tion, and lateral roentgenograms of the thoracic and lumbar 
vertebras. Twenty-two of these men did not show vertebral 
changes sufficient to justify a diagnosis of adolescent kyphosis. 
They were, therefore, considered as a control group. Our roent- 
genographic criteria for a diagnosis of adolescent kyphosis were: 
(1) anterior wedging of 2 or more thoracic vertebras, (2) increased 
anteroposterior diameter of the affected vertebras, and (3) ir- 
regularity of the adjacent vertebral surfaces. 


CLASSICAL SYNDROME 


Adolescent kyphosis is a deformity of the thoracic spine oc- 
curring in adolescents as a result of a disturbance in vertebral 
growth. Eighty-eight percent in Scheuermann’s series were male, 
and later authors have found from 70 to 90 percent of those af- 
fected to be male. Characteristically the affected patient is in 


(1) U. S. Naval Hospital, Bainbridge, Md. 


(2) Scheuermann, V. H.: Kyphosis dorsalis juvenilis. Ztschr. f. orthop. Chir. 41: 
305-317, 1921. 
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good general health and has normally developed musculature of 
the back. There may be pain in the area of the kyphosis for a 
few weeks early in the course of the disease. Rarely is it accom- 
panied by local tenderness or muscular spasm. The cosmetic 
deformity, noticed by relatives or friends, is the most frequent 
complaint. Calve (3) listed the only sequelas of the disease as: 
the disfigurement and the compensatory lumbosacral lordosis 
which may cause pain. 
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Scheuermann found that farm boys were most frequently af- 
fected. Later authors have reported a high incidence in the lower 
economic groups. We found no difference in incidence in any 
economic group. 


The sixth through the tenth thoracic vertebras are involved 
most frequently. Early in the disease the only roentgenographic 
change to be seen is an anterior wedging of these vertebras. Later 
the opposing surfaces of the vertebras become irregular and there 
is a horizontal lengthening of the vertebral bodies. Frequently 
there is narrowing of the intervertebral spaces with sclerosis and 
mottling of the adjacent vertebral surfaces. Schmorls nodules are 
frequent. There is never any other bony destruction or rarefac- 
tion. 


NORMAL VERTEBRAL GROWTH AND DEVELOPMENT 


During the fifth to ninth week of embryonal life each vertebra 
is formed from the caudal half of one provertebra and the cephalic 
half of the provertebra below it. By the twelfth week the vertebra 
is well formed in cartilage. At 15 weeks, ossification begins in 
the center of the vertebral body and in each of the lateral ver- 
tebral arches. Three weeks later these centers are consolidated 
into one osseous mass. 


Plates of columnar ossifying cartilage similar to those of 
epiphyseal lines elsewhere are present at the caudal and cephalic 
surfaces of the ossification center after 21 weeks. It is in these 
areas that vertebral growth takes place. After the age of 6 years 
there is a period of quiescence in vertebral growth until puberty. 
At this time calcification appears at the anterosuperior and 
anteroinferior vertebral margins. These develop into bilateral, 
convex, bony plates within the substance of the cartilage of the 
superior and inferior surfaces of the vertebra. 


These subchondral bone plates lie outside of the true epiphys- 
eal cartilaginous plates and apparently do not contribute to the 
growth of the vertebra. Because the anterior longitudinal ligament 
inserts into these bone plates, they have been called vertebral 
ring apophyses. Anatomically and etymologically, the more pre- 


(3) Calvé, J.: Treatment of adolescent kyphosis. Brit. M. J. 2: 983-985, Dec. 1, 1934. 
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cise term is vertebral ring epiphysis. There is disagreement as to 
the age at which these epiphyses unite with the vertebral body. 
Some authors report union at the age of 18 and others as late as 
24 years. We have seen vertebras which were completely fused at 
17 and others which were not completely fused at 21. 


ETIOLOGY 


Adolescent kyphosis is usually placed in that large group of 
diseases of uncertain cause known as the osteochondritides. For 
one or more reasons rickets, endocrine dyscrasias, dietary in- 
sufficiencies, low-grade infections, tuberculosis, selective 
trauma, and selective emboli have all come into disfavor as the 
etiologic agent. The 2 most widely accepted theories are those of 
Schmorl (4) and Ferguson (§). Schmorl showed that overloading 
the spine Could cause a flattening of the intervertebral disks with 
herniations into the cartilage of the vertebral body. He did not 
think that the epiphysis contributed to the growth of the ver- 
tebra but that it acted as a cushion between the disk and the 
vertebral body. He stated that small hernias of the disk into the 
cartilaginous plates are not always pathologic but, if large 
enough or sufficiently traumatized, may result in an interference 
with the subchondral ossification and hence the growth of the 
vertebra anteriorly. The articular facets protect the vertebra from 
compression posteriorly. Ferguson stated that the vascular groove 
at the center of the anterior border of the vertebra normally dis- 
appears at the age of 5 or 6 years. Persistence past this age re- 
sults in an anteriorly weakened vertebra which can be compressed 
by static forces. In our series, 3 of the 22 controls showed 
anterior notching of 1 or more vertebras and only 6 out of the re- 
maining 61 with anterior wedging had a persistence of the vas- 
cular groove. 


TREATMENT 


The generally recommended therapy is support of the spine by 
casts, braces, or bed rest to prevent accentuation of the kyphos. 
Reported results have been inconclusive. No treatment is in- 
dicated after vertebral growth has stopped. 


ANALYSIS OF FINDINGS 


None of our series of 1,000 men had any tenderness or muscle 
spasm. Their ages ranged from 17 to 23 years (average 18%). 
There was no predilection for any race, vocation, or geographic 
area. Three of the controls (13 percent) had a history of back 
trauma, whereas only 4 of those with adolescent kyphosis (6 


(4) Schmorl, G.: Zur Kenntnis der Wirbelkaeperepiphyse und der an ihr vorkommenden 
Verletzungen. Arch. f. klin. Chir. 153: 35°45, 1928. 

(5) Ferguson, A. B.: Roentgen Diagnosis of the Extremities and Spine. 2d edition. 
Paul B. Hoeber, New York, N. Y., 1949. 
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percent) gave such a history. Over half of those affected did not 
know that they had any abnormal curvature until our examination. 
Only 1 patient had any symptoms referable to his kyphos. His was 
one of the more pronounced deformities, He had had a mild aching 
pain in the back for 6 months, but this subsided after 2 months of 
naval training and was never severe enough to cause him to seek 
medical attention. Seven patients with adolescent kyphosis gave a 
history of mild, intermittent, low back pain. A corresponding per- 
cent of those not so affected gave a similar history. The incidence 
of adolescent kyphosis in our series (6.1 percent) corresponds 
closely with that (6 percent) found by Fletcher (6). 


TABLE 1. Summary of findings in 83 men with dorsal kyphosis 


| Control Adolescent kyphosis 
group group 
(61) 





(22) 















18.4 









Average age (yr.) 20.3 








Average height (in.) 68.5* 69.8 
Average weight (Ib.) 154 158 
Symptoms * * 

Lumbar 3 (14%) 7 (12%) 

Thoracic 0 (0%) 1 (2%) 
History of trauma** 3 (14%) 4 (7%) 
Occupation** 

Laborer 12 (54%) 34 (54%) 

Clerk | 4 (18%) 15 (24%) 

Student 2 (9%) 8 (13%) 

Farmer 4 (18%) 4 (7%) 
Intervertebral 

narrowing** 5 (23%) 55 (90%) 

Slight 4 (18%) 27 (44%) 

Moderate 1 (5%) 20 (33%) 

Marked 0 (0%) 8 (13%) 
Schmorl’s nodules ** | 5 (23%) 49 (70%) 
Unfused epiphysis ** | 4 (18%) 8 (13%) 
Central notching of | 

anterior vertebral | 

border** | 3 (14%) 6 (10%) 


*Average height of entire group of 1,000 recruits. 
**Number of men. 


The roentgenograms were of the most value to us in our study. 
We found the seventh thoracic vertebra to be the most frequently 
involved with the incidence of involvement decreasing pro- 
gressively above and below this level. No vertebra above the third 


(6) Fletcher, G. H.: Anterior vertebral wedging—frequency and significance. Am. J. 
Roentgenol. 52: 232-238, Feb. 1947. 
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or below the twelfth thoracic was involved in any subject, The 
average number of vertebras involved was 4,5. There were no men 
with an associated scoliosis. Intervertebral narrowing and 
Schmorl’s nodules were found in the controls but the incidence of 
each was nearly 4 times as great in those with adolescent kypho- 
sis. The findings are summarized in table 1. 


SUMMARY 


Adolescent kyphosis is a benign condition of unknown cause 
which shows a predilection for the sixth through the tenth 
thoracic vertebras of adolescents and results in anterior ver- 
tebral wedging. Those affected are usually healthy young men 
with good back musculature. We know of no predisposing cause. 
With the present knowledge of this condition, adolescent kyphosis 
is, we believe, the most descriptive name. The deformity was 
found in 61 of 1,000 healthy young men. The diagnosis can be 
confirmed only by means of lateral roentgenograms of the thoracic 
spine. Those in whom we made a diagnosis of adolescent kypho- 
sis did not have any more complaints than did the control group. 





BOOK REVIEW 





Pain Sensations and Reactions, by James D. Hardy, Ph. D., Associate Pro- 
fessor of Physiology, Cornell University Medical College; Harold G. 
Wolff, M. D., Professor of Medicine (Neurology), Cornell University 
Medical College; and Helen Goodell, B. S., Research Fellow in Medi- 
cine, Cornell University Medical College. With a Foreword by Edwin G. 
Boring, Ph. D., Professor of Psychology, Harvard University. 435 
pages; illustrated. The Williams & Wilkins Co., Baltimore, Md., pub- 
lishers, 1952. Price $6.50. 


Pain is one of the most important problems in medicine. Pa- 
tients demand that the physician relieve their pain. The control 
of pain has enabled more intensive treatment of disease and 
access to diseased organs by the surgeon. The multitudinous 
methods and drugs used for this purpose also point up the lack 
of knowledge of what pain is, its precise pathways, and the 
psychobiologic effects. 


This book attempts to answer some of the fundamental ques- 
tions about pain. It includes the experimental researches on pain 
by the authors in the last 13 years. One of their major contri- 
butions was the development of the dolorimeter which is well 
described in the chapter on methods for the study of pain thresh- 
olds, With this instrument the intensity of pain can be measured. 
A scale of “dols” in 10 equal steps was devised to measure the 
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levels of stimulus intensity from threshold to ceiling. One stim- 
ulus is related to another and the scale is one of equal intervals 
of felt pain. How great pain is under different disease condi- 
tions can be determined with some quantification. Also, the 
method lends itself to a quantitative and objective appraisal of 
pain-relief measures. Whether any instrument can be devised to 
measure pain in human beings with all the psychologic factors 
at play is highly improbable, but the measurement of pain in 
terms of stimulus intensity is a great achievement. 


The value of the experiments reported is increased by a round- 
ed view of the subject of pain sensation. There are chapters on 
the development of the various concepts of pain, the form and 
functions of structures subserving pain, methods for the study 
of pain, reactions to pain, the effect of analgesics, pain sensa- 
tions as affected by cerebral damage, and painas an experience. 
The authors have used whatever contributions physics, neuro- 
physiology, psychology, surgery, medicine, neurology, psychia- 
try, and other scientific fields could offer. 


They believe that pain is aroused by noxious stimulation 
which, in the body, is tissue destruction. Emotions and attitudes 
are identified reactions to pain. Pain is also a sensation and, 
as sueh, is mediated by specialized neural equipment. The 
average normal person begins to feel thermal pain when the heat 
of the skin reaches about 220 millicalories per square centi- 
meter per second. This perception of pain is fairly uniform, but 
the tolerance varies greatly and is influenced by many psycho- 
logic factors. 


The problem of pain is presented historically and experi- 
mentally. In the breakdown of the various aspects of pain, clini- 
cal applications are suggested. A separate consideration of the 
treatment of all types of pain is not within the scope of this 
book. It is concerned with the fundamental aspects of pain. 
There are 505 references to the literature. 

—Lt. Col. R. C. Greenwood, MC, USA 
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REPAIR OF TRAUMATIC FINGER 
TIP AMPUTATIONS 


JOHN L. HOLMES, Captain, USAF (MC) (1) 


RAUMATIC finger tip amputations are minor injuries but 
T are important because they affect grasping and stereognosis, 

The hand might be considered as a device to enable the 
finger tips to perform these functions. Traumatic finger tip 
amputations are not uncommon. It has been estimated that about 
one-third of all industrial accidents involve the hand and that 
many of these involve the finger tips (2). Many of the amputations 
are of the guillotine type through the fingernail and distal 
phalanx, It is this common type that presents the greatest concern 
over the choice of treatment. 


The choice of the many methods of repair of traumatic finger 
tip amputations is limited by many factors. Some of, the more 
important are: (1) the type of amputation (guillotine. or oblique); 
(2) the amount of crushing; (3) elapsed time after injury; (4) 
concomitant injuries such as multiple compound fractures of the 
hand and loss of palmar skin; (5) general condition of the patient; 
(6) age of the patient; (7) the type of work which the patient 
performs; (8) the patient’s psychologic make-up including fear 
of operation or “compensationitis”; (9) the finger involved; 
(10) the available surgical facilities; and (11) the skill and 
patience of the surgeon. 


Any choice of repair should seek to maintain: (1) discrete 
stereognosis; (2) tough skin texture; (3) subcutaneous fat padding, 
not excessively thick or thin; and (4) the length of the finger, 
including, if possible, an undamaged nail bed. The use of the 
finger tip for forceful and delicate apposition depends on all 
of these, but particularly on the stability offered by skin of 
tough, semi-inelastic texture, without excessive underlying 
fat. A good cosmetic result should be of secondary interest, ex- 
cept in the patient whose occupation requires it. 


The methods of repair include: (1) granulation, (2) reamputa- 
tion, (3) local revision, (4) skin grafting, and (5) replacement of 
the original tip. All except proximal reamputation succeed in 
keeping, or adding, length and saving the fingernail. 


(1) 5005th U. S. Air Force Hospital Group. 
(2) Jones, R. A.: Method for closing traumatic defect of finger tip. Am. J. Surg. 55: 


326-338, Feb. 1942. 
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Granulation. In the past 10 years, many authors (3—6) -con- 
demned this method though it may be the commonest method 
of treatment. One report stated that this method, when used 
with spiral tape wrappings, is superior in its “simplicity, lack 
of expense or time lost and in the end result.” (7) Many patients 
may be seen too late for other methods of treatment, 


The end of the finger consists functionally of the distal sur- 
face and the ventral surface. The average worker has* few re- 
peated functional demands on the extreme distal surface of the 
finger as compared with the slightly more proximal edge of the fin- 
ger with the exception of the thumb. In healing by the granulation 
method the ventral edge of skin and subcutaneous tissue of the 





Figure 1. Photographs 14 hours following avulsion of middle finger. Note 
complete loss of distal and partial loss of ventral surface. (A) Ventral view, 
(B) Dorsal view. 


guillotine stump slips forward from external pressure on the skin 
edge and from cicatricial contraction. This edge moves dorsally 
as well as distally, fashioning a new ventral tip out of skin and 
the subcutaneous fat cushion. The outgrowing nail arches gently 





(3) Tempest, M. N.: Cross-finger flaps in treatment of injuries to finger tip. Plast. 
& Reconstruct. Surg. 9: 205-222, Mare 1952. 

(4) Ballenger, F. P.: Finger tip repair. U. S. Armed Forces M. J. 3: 561-564, Apr. 1952. 

(3) Webster, G. V.: Treatment of fingertip amputation. Postgrad. Med. 8: 416-419, 
Nov. 1950. 

(6) McCarroll, H. R.: Immediate application of free full-thickness skin graft for 
traumatic amputation of finger. J. Bone & Joint Surg. 26: 489-494, July 1944. 

(7) Lace, W. T.: Guillotine amputation of finger tips; improved method of treatment. 
Am. J. Surg. 81: 348-350, Mar. 1951. 
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in a ventral direction. As a result, the distal surface, just be- 
neath the outgrown nail, has poor stereognosis, inadequate pad- 
ding, and a delicate, thin skin. The typist or violinist, who 
subjects this small area to many hours of trauma daily, would 
require revision of the distal surface by other methods. The 
average worker uses the ventral surface for most of his work, 
even in many instances where discrete apposition is required. 
This ventral surface affords (1) nearly perfect stereognosis, (2) 
good padding, (3) tough, stable skin, and often (4) slight length- 
ening of the finger and preservation of the nail (figs. 1 and 2), 





Figure 2. Photographs of finger shown in figure 1 taken 17 weeks after injury. 
Healing was by granulation. The ventral edge of the original stump has 
shifted toward the arched nail. Finger is free of tenderness and usable, 
(A) Ventral view. (B) Dorsal view. 


There are 2 objections to this method. All granulating tips 
become grossly infected, producing a stump that is very tender 
during the process of healing and thereby prolonging the period 
of temporary disability. Wounds of the hand are considered past 
the stage of safe débridement, repair of deep structures, and 
closure if they are over 8 hours old (8). An old wound should be 
treated by the granulation method. This method may be advisable 
in infants and young children because of difficulties in performing 
surgical procedures skillfully and in immobilization and dressing 
of the finger tip. 

Reamputation. This method should be used when an oblique 
stump has a ventral or lateral flap large enough to be swung 
around the stump end to the fingernail, or to the opposite side, 
without destruction of the nail bed or distal interphalangeal joint. 


(8) Bunnell, S.: Surgery of the Hand. 2d edition. J. B. Lippincott Co., Philadelphia 
Pa., 1949 . 
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Reamputation may be used and length sacrificed if the adequacy 
of the circulation in the finger is questionable. The resulting 
finger tip develops nearly perfect stereognosis, good padding, and 
tough, stable skin at the expense of slight shortening. 


Local revision. This method entails the use of the lateral 
and ventral stump skin because the nail bed on the dorsum of 
the stump is usually undamaged and can be preserved. Three 
types for use in patients with a remaining nail bed are the bi- 





Figure 3. Photographs of clay models representing local revision of finger 
tip. (A) Kutler’s bilateral-wedge puli-forward method. (B) DeJongh’s ventral 
knight’s-hood pull-forward method. (C) Lateral wing pull-forward method. 


lateral-wedge pull-forward method of Kutler (9), the ventral 
knight’s-hood pull-forward method of DeJongh (10), and a lateral 
wing pull-forward method (fig. 3). = 


These procedures offer excellent stereognosis, normal skin 
toughness and stability with only slight decrease in the padding, 
and absence of shortening. If the ventral hood is used, the ventral 
incision should be made far enough proximally to prevent the 
granulating scar from forming on the peak of the ventral surface. 


Skin grafts 


1. Split-thickness and pinch grafts provide a covering and 
spare the patient the long convalescence of the granulation 
method but the result is usually the same. Some believe that 
split-thickness and pinch grafts offer much better chances of 
a “take*than the simple free full-thickness graft. If the surgeon’s 
experience with full-thickness technic bears this out, he should 
use either the split-thickness or pinch-graft methods, but if his 

(9) Kutler, W.: Néw method for finger tip amputation. J. A. M. A. 133: 29-30, Jan. 4, 


1947. 
(10) DeJongh, E.: Simple plastic procedure of fingers for conserving bony tissue and 


forming soft tissue pad. Am. J. Surg. 57: 346°347, Aug. 1942. 
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technic and results are as good as those of Reed and Harcourt 
(11), who reported the loss of only 3 out of 57 free full-thickness 
finger tip grafts, he should use free full-thickness grafts because 
they offer tougher distal surfaces with more discrete stereog- 
nosis and with little difference in risk of failure. 





Figure 4. Clay model showing free full- 
thickness graft in place. 


2. Free full-thickness grafts are probably the method of choice 
in losses not involving bone (1/1), Because the fat pad loss is 
not complete, fat replacement is unnecessary. The resulting 
finger tip meets all the desired objectives with only slight, 
usually insignificant, loss of total padding (fig. 4). 


3. Dermatosubcutaneous, or pedicle, grafts which use palmar 
skin offer excellent stereognosis, being richly endowed with 
tactile end-organs, good subcutaneous padding almost identical 
in function to that of the normal finger tip, and skin of tough, 
stable, and secure texture (2, 4, 12), The use of general body- 
surface skin results in a finger tip which lacks sufficient tactile 
end-organs to afford good stereognosis and is so flexible and 
soft that it jerks back and forth painfully and insecurely if there 
is enough padding to provide protection from the trauma of work. 
When extensive skin avulsion leaves an intact distal phalanx 
which would require extensive removal of palmar skin, a body- 
surface skin pedicle with a very thin layer of subcutaneous fat 
might be the graft of choice (fig. 5). Both types of pedicles pre- 
serve finger length. The cross-finger pedicle graft is an inter- 
mediate, or third type, that may be used for repair of finger tip 
amputations, particularly the guillotine type involving bone (3, 
13). This skin is inferior to the palmar skin but superior to that 





(11) Reed, J. V., and Harcourt, A. K.: Immediate full thickness grafts to finger tips. 
Surg., Gynec. & Obst. 68: 925-929, May 1939. 

(12) Gatewood: Plastic repair of finger defects without hospitalization. J. A. M. A. 
87: 1479, Oct. 30, 1926. 

(13) Gurdin, M., and Pangman, W. J.: Repair of surface defects of fingers by trans- 
digital flaps. Plast. & Reconstruct. Surg. 5: 368-371, Apr. 1950. 
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of the general body surface in tough texture and stereognosis 
(fig. 6). In the aged or arthritic patient, this method may be pre- 
ferred. Because it lessens discomfort and enhances immobiliza- 
tion, it is the best pedicle-graft method in the active, restless 
child. 





Figure 5. Photographs showing palmar skin pedicle graft. (A) Five days after 
first stage operation. (B) Twenty weeks later after healing is complete. 





Figure 6. Model showing a cross-finger pedicle graft 
before placement of a free full- or split-thickness 
graft at the donor site, 


Replacement of the original finger tip may be attempted shortly 
after injury if the amputated tip is perfectly intact and not un- 
usually damaged. The skin of the amputated tip may be used as 
a free full-thickness graft after the underlying subcutaneous fat 
has been removed. 
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PSYCHIATRIC EVALUATION OF 
MILITARY PRISONERS 


PAUL H. TOLPIN, Lieutenant, MC, USNR (1) 


ERTAIN psychiatric and medicolegal problems of military 

personnel confined to the various brigs administered by the 

Navy and the Marine Corps should be clarified and reformu- 
lated so as to suit best the needs of the services as well as to 
encourage an enlightened penal philosophy. The duties of the 
psychiatrist attached to a brig have been for the most part limited 
to the determination of mental competency and the ability, in a 
psychologic sense, of the accused to stand trial and the rigors 
of confinement. In general, only psychotics fall into the group 
for which a negative decision is made, although there are ex- 
ceptions. In addition, however, the brig psychiatrist can perform 
certain functions which will help to maintain good standards of 
performance of military personnel and to reduce the brig census. 


Unauthorized absences account for most confinements to naval 
brigs. Probably less than 5 percent are confined for other rea- 
sons. 


The dictionary defines 2 symptom as “any functional evidence 
of disease or of a patient’s condition; a change in a patient’s 
condition indicative of some bodily or mental state.” A sign is 
“any objective evidence of disease.” If laws are not found gen- 
erally to cause much hardship to most persons who must obey 
them, then breaking the law is, in a psychologic sense, a symp- 
tom (using “symptom” less strictly as subsuming both symptom 
and sign). The symptom breaking-the-law, however, as it is mani- 
fested in the purely military offense of unauthorized absence 
(that is, an offense which is nonexistant in civil life) is not 
specific enough to point immediately to any one underlying cause. 
In psychiatric conditions the causes may be multiple and not so 
clear-cut as they sometimes are in organic conditions. 


It is new commonly believed that a man’s adult psychologic 
structure is based on constitutional predisposition plus life 
experiences—nature and nurture. The most powerful life ex- 
periences occur at an early age. A person then has no choice 
concerning the basic determinants of his future personality. 
This does not mean that there are no decisions to be made 





(1) U. S. Naval Training Center, Great Lakes, Ill. 
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at any time by an adult personality and that one’s path is com- 
pletely predetermined in childhood, but it does mean that the 
adult’s choice of conduct will of necessity fall into certain large 
predetermined categories. So, for example, given a sense of in 
justice derived from early infantile experiences, one man, because 
of his background, will tend actively to better the lot of himself 
and of others in a socially constructive way, while another man of 
a different background will actively strive to remedy injustice in 
a socially destructive way. What he does, however, is not only 
the result of rational thinking but is derived from what he has 
learned are for him existing and allowable choices of conduct 
and are choices which he is capable of executing. The general 
pattern of a man’s behavior and his basic capabilities do not 
change much during a lifetime except, perhaps, in superficial 
ways. Some men are less capable of conforming constantly to 
established codes of adult conduct than are others. This may 
not always be because of a need to defy the law but may occur 
as an accidental, secondary accompaniment of other psychologic 
disturbances. This is well recognized in the case of psychotic 
persons. It is customary to concede that the psychotic’s psycho- 
logic disturbance is so great as to render him incapable of con- 
forming to accepted standards of conduct. When such persons 
commit an offense they are released to the. medical department 
for treatment and disposition. Disciplinary action is waived. It is 
not so clearly recognized, however, that the nonpsychotic person 
may also be psychologically ill even though the gross, immedi- 
ately apparent symptoms of mental illness are not present. 
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The Navy and Marine Corps are a very special branch of society. 
They have certain special standards to meet their specialized 
nature. These are rigidly outlined in relation to the physical 
standards for induction. They are not so clearly set forth in re- 
gard to his psychologic qualifications. One reason for this is the 
great difficulty, except in certain extreme cases, of making a 
prediction as to a man’s ability to adjust to a new environment. 
The only certain test of this ability is exposure to the new en- 
vironment. Some men who have adjusted reasonably well to civil 
life cannot adjust in a military environment. There are many 
reasons for this. One is the relatively narrow range of social 
conditions that exist in the military services as compared with 
the great latitude of social conditions that exist in civilian so- 
ciety. In civil life one can find one’s level and remain there. 
In the military service this is not so. One is pressed into a rela- 
tively regimented society where one must get along with rela- 
tively large numbers of people and be separated from persons 
with whom one has had strong emotional ties. One must be able 
even in time of peace periodically to adjust quickly to varied 
living conditions. Some persons are not capable of adjusting to 
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what is to them a great disruption of their hard-worn and perhaps 
unhealthy emotional balance. 


The latently psychotic person reacts to these fresh demands 
on his unstable psychologic structure by a massive withdrawal 
of interest from the fearful social conditions. He lives more and 
more within himself until finally his behavior, attuned only to 
his own preoccupations and to misinterpretations of what exists 
outside of himself, becomes sufficiently bizarre to come to the 
attention of the authorities. During his psychotic state the mental- 
ly ill man may violate a military law by an unauthorized absence. 
The offense is a chance accompaniment of the illness and may 
even have been an attempt at self-treatment—treatment aimed 
at avoiding the fearful situation. Other persons, finding them- 
selves in a situation in which they are incapable of adjusting, 
react in different, nonpsychotic, but nevertheless inadequate 
ways. They are classified as psychoneurotics or more frequently 
as having character and behavior disorders. They may not mani- 
fest the queer ideas and motor activities of the psychotic person. 
On the other hand, their reactions may differ from those of well- 
adjusted persons only in intensity, degree of tolerance to stress, 
and ability to control immediate, personal needs. 


Thus, although anger toward a disliked authoritarian figure 
might in a well-adjusted person result in integrated, planned 
action to make the situation more tolerable, or resignation to the 
temporary frustration, or channeling of anger into acceptable 
activities which would not call for direct action against the au- 
thority, the immature, impulsive, uncontrolled man will often act 
in ways that will call forth a violent response in the authority 
toward the man, and a cycle of acting-out, punishment, acting- 
out, et cetera, is initiated. Another exaggerated response to the 
new frustrating situation is that of the covertly quite dependent 
person who, finding himself away from the complex supporting 
relationships of home, becomes extremely nostalgic, sleepless, 
tearful, and inconsolable. A more complicated but similar re- 
action is that of the immature man who, shortly after coming into 
the service, marries hastily—apparently to fix firmly his de- 
pendent ties with home. If he then learns that his equally im- 
mature wife has been unfaithful or is no longer interested in him, 
he may impulsively absent himself without leave and return to 
home, wife, or mother. Sometimes a satisfactory adjustment is 
made, sometimes not. Often a kind of regression occurs and the 
latently immature man becomes even less mature and openly de- 
pendent and continues to absent himself to be home in familiar 
childhood surroundings without which he is chronically incap- 
able of sustained, minimally useful activity. 


Though the surface indications of these severe character and 
behavior disorders may often be obnoxious and anger-producing 
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in the observer, they are the result of a relatively severe psy- 
chologic disturbance. Symptoms of psychologic disease are often, 
like the symptoms of organic disease, not apparent as such to 
the lay person and certainly, in psychiatry as in other branches 
of medicine, the manifestness of a symptom from a lay viewpoint 
is not the only indication of its severity, importance, or under- 
lying, hidden, crippling effects. 
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It is one of the problems of the brig psychiatrist to determine 
which men are capable of adjusting to the military service rea- 
sonably well so that their tour of duty will be marked by gener- 
ally sustained, useful, productive work and which men, because 
of their psychologically pathologic structure, will be incapable 
of this and will be chronic psychiatric and/or disciplinary prob- 
lems requiring special attention without any long-term benefit 
from it. 


Although in the cross-sectional sense there is no one clinical 
or psychologic examination which can accurately determine what 
in essence must be determined, that is, the adaptability of the 
personality, a longitudinal history which considers (1) previous 
psychologic and social adjustment and related factors such as 
stability of individual members of the family and of the family 
group itself, (2) childhood social environment, (3) adjustment to 
military service, (4) adjustment in the brig, and (5) clinical eval- 
uation of the personality as it appears in the present, based on 
interviews calculated to assess a man’s strengths as well as 
his weaknesses, can be a fairly reliable diagnostic test. This 
can be as accurate as many of the criteria used to disqualify a 
man for physical unfitness. 


This does not mean to imply that judicious disciplinary action 
is not necessary or not useful in a military environment to help 
maintain high standards of conduct, but some types of personal- 
ity maladjustments which are manifested as disorders of behavior 
are not remediable in either a disciplinary-rehabilatative way 
or by psychiatric treatment ina military setting. It would be well 
to recognize that this is so and to avoid repetitious disciplinary 
action against those unfit for duty. 


The brig psychiatrist can be helpful by advising not only as to 
the mental competency of the offender but also as to his ability 
to benefit from disciplinary and rehabilitative action. When justi- 
fied, the offender’s psychologic problems should be considered 
not only when deciding disposition before sentence (as in the 
case of the psychotic), but also when imposing sentence (should 
psychologic problems be relevant), and when conferring status 
on completion of sentence. 
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With this in mind the function of the brig and of brig time can 
be compared to the recruit training period when many factors of 
the erstwhile civilian’s personality are observed, among which 
is his ability to adjust to military life. In this case, however, 
the men involved have presented as a symptom of their possi- 
ble unfitness a violation of military law and have been dis- 
covered as_ possibly unsuitable for service sometime after 
the grace period of recruit training. 


SUMMARY 


The brig psychiatrist can help maintain good standards of per- 
formance of military personnel and aid in reducing the brig cen- 
sus. The offense of unauthorized absence which accounts for 
most confinements to the brig may be a symptom of severe psy- 
chopathology. Because of their pre-existing personality defects, 
certain nonpsychotic persons who are generally classified as 
having character and behavior disorders may be incapable of 
adjusting to military life and incapable of sustained, productive 
work, Often such persons are chronic problems for both the medi- 
cal department personnel and those concerned with maintaining 
discipline. The brig psychiatrist can contribute helpful inform- 
ation concerning not only the mental competency of prisoners 
but also relevant and important psychologic factors contributing 
to the offense and, most important, the fitness of a man for re- 
turn to duty on completion of his sentence. 





BOOK REVIEWS 





Gastric Cancer, by Alfred H. lason, M. D., Attending Surgeon, Adelphi Hospital; 
Director of Surgery, Brooklyn Hospital for the Aged; Surgeon, Man- 
hattan General Hospital; Instructor in Anatomy, New York Medical 
College and Flower Hospital. Illustrations by Alfred Feinberg, Instructor 
of Medical Illustration, Department of Pathology, College of Physicians 
and Surgeons, Columbia University, New York, N. Y. 316 pages; illus- 
trated. Grune & Stratton, Inc., New York, N. Y., publishers, 1953. 
Price $7.50. 


This comprehensive monograph is in reality a cumulative review 
of the extensive literature on gastric neoplasia written chiefly 
for the general surgeon and practicing physician. The first 43 
pages are devoted to a consideration of the anatomy and histology 
of the esophagus, stomach, duodenum, and jejunum. Then follow 
chapters on incidence, cause, pathology, symptomatology, diag- 
nosis, and differential diagnosis. The second half of the book is 
devoted to surgical considerations, including chapters on pre- 
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surgical preparation, with emphasis on nutritional, electrolytic, 
and blood volume determinations in the preliminary evaluation 
of the patient. A chapter is devoted to the various methods of 
anesthesia, anesthetic agents, and an evaluation of the advantages 
and disadvantages of each. The “meat” of the book is in chapter 
10, which reviews the surgical treatment of gastric carcinoma. 
This covers the chronologic and historical progress from 1810 
to 1947 and describes in detail the various modern methods of 
gastrectomy. The various technics and methods of performing 
gastrostomy are also given. 


There are sections on postoperative treatment, complications, 
and prognosis. A complete list of the most important references 
is given. The book is well illustrated and adequately indexed. 
This excellent review makes it clear that the results of modern 
efforts to discover carcinoma of the stomach at an early stage 
and to treat it adequately, still leave room for improvement. This 
book should be well received by the general surgeon and the 
general practitioner, as well as those interested primarily in the 


problem of gastric neoplasia. 
—Comadr. G. E. Cummings, MC, USN 


Modern Treatment, A Guide for General Practice, by 53 authors. Edited by 
Austin Smith, M. D., Editor of the Journal of the American Medical 
Association, and Paul L. Wermer, M. D., Secretary, Committee on 
Research, American Medical Association. 1,146 pages; illustrated. 
Paul B. Hoeber, Inc., New York, N. Y., publishers, 1953. Price $20. 


This book is a compendium of therapy for general practice in 
the broad sense of the word. Fifty-three authors have contributed 
sections which vary from a general one on the patient-physician 
relationship which discusses medicine and the law, professional 
records, et cetera, to sections encompassing such highly 
specialized topics as toxicology and poisoning by the newer 
types of pesticides. Such a diversity of subjects has not been 
at the expense of adequate coverage for treatment of more com- 
monly encountered diseases. The treatment of disease cannot be 
mechanical and it involves more than the prescription of recom- 
mended medicaments. It is not suggested that this or any other 
publication should serve as a substitute for individual judg- 
ment and appraisal but that its principal value lies in making it 
possible for the average physician to have the advantage of the 
studied opinion of various experts on forms of therapy in their 
own special fields. 

The editors correctly assume that because the modern prac- 
titioner is confronted with more treatments than he can personally 


assess, this book will be of value to him. 
—Lt. Col. F. L. Bauer, MC, USA 
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ELECTROCARDIOGRAPHY AND THE 
GENERAL PRACTITIONER 









































JAMES E, GOODMAN, Lieutenant, MC, USNR (1) 


ECAUSE of the increasing correlation between ECG’s and 
the clinical and pathologic findings of cardiac disease 
in the past 20 years it is necessary for the general 

practitioner to have a basic understanding of electrocardiography. 
Its values and limitations as a diagnostic aid, therapeutic guide, 
and basis for prognosis will be discussed. 


| 
As a diagnostic aid, the ECG is frequently disappointing, 
usually because of ignorance of its limitations. Conversely, it 
} is often neglected when it might be of corroboratory value. Some 
| of the conditions in which an ECG may be of value are: (1) 
coronary insufficiency; (2) myocarditis such as that associated 
with acute rheumatic fever, pneumonia, et cetera; (3) any dis- 
turbance in cardiac rhythm; (4) congestive heart failure; and 
(5) certain specific states of altered physiology which may be 
due to endocrine imbalance, vitamin deficiencies, disturbance 
of electrolytes in the blood, or specific organ dysfunction such 
as renal failure. 


CORONARY INSUFFICIENCY 


In the diagnosis of coronary insufficiency, the ECG is fre- 
quently neglected because we fail to recall that a patient with 
symptoms of an intestinal obstruction may well have a posterior 
wall infarction, or that coronary insufficiency occurs in the 
young men of military age, but the most serious mistake of all 
is that of diagnosing coronary artery disease on the basis of an 

ECG which shows changes indicative of coronary insufficiency. 
Coronary insufficiency is a dynamic rather than a pathologic 
concept and hence expresses the changes incidental to the 
diminished oxygen supply, relative or absolute, which is avail- 
t able to the myocardium at the time the ECG was made. The 
primary causes which bring about the clinical findings and 
. electrocardiographic changes found in coronary’ insufficiency 
, are: (1) decrease in the coronary flow; (2) defects in the quality 
of the blood flowing through the coronary vessels, especially 
~ with regard to oxygen content; (3) increase in the work of the 
heart without equivalent increase in the coronary flow; and (4) 


(D U. S. Naval School of Aviation Medicine, U. S. Naval Air Station, Pensacola, Fla. 
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hypertrophy of the myocardium, because this leads to stretching 
of the coronary arteries with consequent narrowing (hence relative 
insufficiency of coronary blood flow), and because it is not 
accompanied by any increase in the number of capillaries (2), 


With the above points in mind, it becomes apparent that an 
ECG may exhibit changes which the interpreter rightly calls 
coronary insufficiency, although the coronary arteries may be 
normal, Such a situation (1) might be due to a feeling of ap- 
prehension at the time the tracings were being made resulting 
in increased cardiac output with associated hypertonicity of the 
coronary artery musculature; (2) might be present if the subject 
were anoxic for any reason; (3) might result from extreme exer- 
tion; (4) might develop from the diminished oxygen availability 
associated with marked anemia or carbon monoxide poisoning; 
(5) might result from the increased workload of the heart in 
hyperthyroidism; (6) might accompany the diminished coronary 
flow resulting from the diminished time of diastole (the time 
when the coronary arteries have their greatest component of 
filling) associated with an extremely fast heart rate, such as 
occurs in shock; and (7) might be due to other less common 
conditions which are not associated with coronary artery disease. 


Thus it is evident that an electrocardiographic report stating 
that there is evidence of coronary insufficiency, does not define 
the cause. This the examiner should search for. A roentgenogram 
of the chest and blood pressure readings will give some measure 
of left ventricular hypertrophy. The presence or absence of 
cyanosis, red blood cell counts, and hemoglobin determinations 
will aid in evaluating the oxygen-carrying power of the blood. 
Murmurs, if present, should be studied for their role in increasing 
the workload of the heart. Emphysema and other chronic pul- 
monary disease should be considered because of the part they 
play in deficient oxygenation. To this end a vital capacity 
determination may yield useful information. Neurogenic factors, 
because of their ability to diminish coronary flow, should be 
evaluated by measuring blood pressures and pulse rates before, 
during, and after the completion of the ECG. The age of the 
patient, palpation of radial arteries, direct visualization of 
retinal arteries, and ability of the kidneys to concentrate urine 
are useful aids in determining progression of arterial and arteri- 
olar sclerotic changes. 


The physician, therefore, must realize that the ECG has 
marked limitations in the study of coronary insufficiency, and 
the final diagnosis must rest on the results of careful con- 
sideration of the many factors which may cause electrocardio- 


(2) Katz, L. N.: Electrocardiography. Lea & Febiger, Philadelphia, Pa., 1946. pp. 
244-245. 
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graphic changes. A state of coronary insufficiency may exist 
in times of stress, and yet not be suspected from the ECG. 
Coronary artery spasm may produce pain due to ischemia of the 
myocardium, and an ECG taken as soon as the pain is reported 
may demonstrate no abnormality, for if the ischemia is not pro- 
longed, recovery may already have occurred. Thus we see that 
a normal ECG does not necessarily rule out coronary insuffi- 
ciency as a cause of thoracic pain. A patient with angina 
pectoris who has a normal ECG should be given the Master’s 
2estep and anoxia tests. 


To correlate the positive value with the limitations of electro- 
cardiography, it should be recognized that the symptoms of myo- 
cardial ischemia may vary widely from the classical findings 
of angina pectoris. Minimal chest pain with leukocytosis, an 
elevated sedimentation rate, and a low grade fever may be caused 
by atypical pneumonia or by an unsuspected myocardial in- 
farction. An ileus of the small bowel may be unexplainable on 
a basis of abdominal disease, and the patient may have an 
infarction of the posterior myocardial wall. An ECG is of value 
in many instances in which there are none of the classical 
symptoms of coronary insufficiency. 


In differential diagnosis, the ECG may or may not be of value. 
The occasional discovery of an unsuspected infarction more than 
compensates for the tracings which point to an erroneous diagno- 
sis. Acute cholecystitis may aggravate a tendency toward 
coronary insufficiency and it is, therefore, possible to dem- 
onstrate electrocardiographic changes due to coronary insuffi- 
ciency during an attack of acute cholecystitis. Such a situation 
may conceivably lead to bad management of the patient, but 
fortunately the symptom complex of acute cholecystitis is such 
that other clinical findings may point toward the diagnosis. 


As a therapeutic guide in coronary insufficiency, the ECG is 
of limited value. Following a myocardial infarction, successive 
tracings show an evolutionary pattern which stabilizes after a 
few weeks. The varying degrees by which this stabilized tracing 
approaches normal is a notoriously poor guide to good manage- 
ment, 


In the prognosis of coronary insufficiency, the ECG has 
definite limitations. A patient who develops angina pectoris 
with less and less exertion, may have an ECG which shows 
little or no variation from month to month. Occasionally a patient 
who has had an infarction and an extremely abnormal ECG, may 
recuperate better than one who has very little evidence of in- 
farction on his tracings. 
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ACUTE MYOCARDITIS 


In considering the value of the ECG in the diagnosis, therapy, 
and prognosis of acute myocarditis, one must correlate care- 
fully the bulk of associated clinical and laboratory data. One of 
the electrocardiographic measurements frequently considered 
to be of value in following the course of an acute myocarditis is 
the P-R interval. In rheumatic fever, this may be one of the first 
evidences of myocardial involvement, and its return to a stable 
form may be slow. Because this stabilization frequently occurs 
at a reading greater than the upper limit of normal, the actual 
measurement is not always of positive value. Nonstable P-R 
intervals which are progressive, i. e., the interval is becoming 
longer and longer, must be considered evidence of progressive 
myocardial involvement. Therapy, therefore, may be influenced 
greatly or very slightly by the electrocardiographic changes. 


In the prognosis of patients with acute myocarditis, the ECG 
is of value in so far as the progressive abnormalities are cor- 
related with an extension of pathologic changes, but the isolated 
ECG gives little information on which one might safely make 
a long-range forecast. There are clinical signs and other lab- 
oratory tests which will usually prove to be of greater value 
than the ECG in the prognosis of acute myocarditis. 


CARDIAC ARRHYTHMIA 


Of all the diagnostic tests in the physician’s armamentarium, 
none is so gratifyingly unequivocal as the ECG in patients with 
cardiac arrhythmia. The ECG graphically illustrates the electrical 
actions of the auricular and ventricular contractions and dem- 
onstrates the relationship between the two activities. The dif- 
ferentiation of paroxysmal auricular tachycardia from paroxysmal 
ventricular tachycardia or paroxysmal auricular fibrillation on 
clinical evidence only is difficult. The differential diagnosis of 
sinus bradycardia from heart block is also difficult without 
an ECG. It is admitted, however, that there are only a few 
arrhythmias the cause of which can be determined by electro- 
cardiography. Heart block due to digitalis effects gives an ECG 
suggestive of a causal relationship, but such a deduction is not 
without possible error. A definite diagnosis of arrhythmia is of 
value in therapy and prognosis only to the extent that the clini- 
cian is able to evaluate the electrocardiographic findings. The 
prognosis and therapy of a patient with frequent premature 
ventricular contractions who is receiving digitalis will be dif- 
ferent than for such a patient who is not receiving digitalis. 
Prognosis and therapy, therefore, will best be accomplished 
not by considering the arrhythmia alone, but through the cor- 
relation of the arrhythmia with the clinical findings. 
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CONGESTIVE HEART FAILURE 


In congestive heart failure, the cause of the failure may be 
indicated by the ECG. In acute congestive failure, the following 
causative factors can usually be differentiated by means of 
an ECG taken soon after the onset of symptoms: (1) myocardial 
infarction, (2) pulmonary infarction, (3) pericarditis with suf- 
ficient fluid to cause tamponades, and (4) gross irregularities 
of rhythm. Admittedly, there are many features about the clinical 
findings which may be more satisfactory in making a diagnosis. 
Even so, the ECG is helpful. In treating congestive failure, the 
ECG is of value, particularly if an arrhythmia is present or 
develops, -but beyond that it seldom is of much benefit except 
that its use as a diagnostic agent will occasionally indicate 
the initial therapy. This particularly applies to those patients 
in whom the ECG has focused attention on the likelihood of 
pericardial effusion and for whom the usual therapeutic agents 
for congestive failure may be of little or no value. 


In chronic congestive failure, the ECG may indicate the 
presence or absence of such etiologic factors as coronary in- 
sufficiency; myocardial degenerative changes sometimes re- 
ferred to as chronic myocarditis; ventricular strain due to valvular 
disease, hypertension, pulmonary fibrosis, et cetera; irregular- 
ities of rhythm; and certain metabolic or deficiency diseases 
such as beriberi and hypo- or hyper-thyroidism. Even in recent 
textbooks by our most astute clinicians, we find discussions 
on the use of digitalis and diuretics and very little emphasis 
on the need for directing treatment toward the cause of the failure 
such as giving desiccated thyroid to a patient with subclinical 
myxedema and symptoms of early congestive failure. Thus by 
aiding in more accurate diagnosis, the ECG may have definite 
value in the therapy of chronic congestive failure. 


MISCELLANEOUS CONDITIONS 


For a physician in civilian or military practice who treats 
patients with altered cardiac physiology but does not make a 
special study of cardiology, the knowledge that cardiac dys- 
function may occur as part of a general metabolic change is 
usually sufficient for that physician to achieve proper diagnosis 
and therapy. The association of cardiac dysfunction with hypo- 
and hyper-thyroidism and with beriberi is well known. More 
recently the effects of a very high or very low potassium-ion 
concentration in the blood has assumed new prominence (because 
of potassium administration along with cortisone in many in- 
stances). Probably less well known is the fact that the calcium- 
ion concentration has a definite effect on cardiac function. 
Suffice it to say that the ECG will usually demonstrate changes 
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that vary from nonspecific to nearly pathognomic in certain 
patients with altered metabolism and, therefore, should be used 
as one of the laboratory procedures which may aid in diagnosis 


and treatment. 


In evaluating patients with a heart murmur, the value of the 
ECG is rightfully subordinated to that of a thorough history and 
physical examination. Because the ECG may demonstrate strain 
patterns even before a roentgenogram of the chest or the symp- 
toms hint at impending failure, its use should not be neglected 
even in those patients in whom the rest of the clinical and 
laboratory work-up is within normal limits. 


CONCLUSIONS 


The ECG has been neglected by many clinicians because they 
failed to appreciate its potential value. It has been abused by 
others who have failed to place it in its proper designation 
of a laboratory test with definite limitations. 


BOOK REVIEW 





Practical Blood Grouping Methods, A Manual of Immunohematology, by Robert 
L. Wall, M. D., Department of Research Medicine, Ohio State University 
Hospital, Columbus, Ohio; Formerly, Blood Research Section, De part- 
ment of Biologic Products, Army Medical Department Research and 
Graduate School, Washington, D. C. American Lecture Series, Publica- 
tion No. 122, A Monograph in The Bannerstone Division of American 
Lectures in Hematology. Edited by Russell L. Haden, M. D., Formerly, 
Chief of the Medical Division, Cleveland Clinic, Cleveland, Ohio. 
175 pages. Charles C Thomas, Publisher, Springfield, Ill., 1952. 


A book that in a simple, straight-forward manner presents the 
fundamentals of a subject is always an aid to those with an 
interest in that subject. This is such a book. It covers the sub- 
ject of basic immunohematologic principles and technics in- 
cluding the ABO, Rh, and the other blood groups. The text is 
generally clear and concise. The format is good as a basic text, 
but is not readily adaptable for use as a laboratory manual. No 
modus operandi for medical laboratories is outlined. The section 
on the crossmatching tests is unduly brief in view of the im- 
portance of this subject to all clinical laboratory personnel. 
Likewise, the chapters on autoagglutinins and antibodies as- 
sociated with hemolytic anemias are not as complete as would 
be desirable.—Capt. E. E. Pontius, MC, USA 
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RAPID ANTERIOR ROOT CANAL 
THERAPY 


LOUIS L. LEFF, Captain, DC, USAR (1) 


HE history of apicoectomies or root amputations is well 

known. What is important is the fact that a quick, safe 

procedure can be performed in the office of the general 
practitioner whereby most infected anterior teeth can be treated 
so that they will continue to function for an indefinite period. 
The procedure here presented is applicable for all apicoectomies 
regardless of whether (1) the tooth be vital or nonvital, (2) a 
periapical radiolucent area is present, or (3) the apex be frac- 
tured, curved, or otherwise abnormal. The age and general 
health of the patient and the condition of the mouth, teeth, and 
periodontium must, however, oe considered. 


In acute cases, immediate drainage is important. The pulp 
chamber is opened with a bur. A barbed broach is passed through 
the canal and the pulp is extirpated, following which the patient 
is given 300,000 units of procaine penicillin intramuscularly 
and advised to use hot irrigations of saline solution at home or 
in his barracks. The apicoectomy is performed when the peri- 
cementitis and the acute stage have completely subsided, 


TECHNIC 


Sufficient local anesthesia is given so that supplemental 
anesthesia will not be necessary once the flap is raised. In- 
filtration or conduction anesthesia, or both, can be used. Palatal 
anesthesia is indicated for all maxillary teeth because perfora- 
tion of the lingual plate of bone is common and nerve ramifica- 
tions and anastomoses exist within the palatal tissue. 


The canal is reamed and filed until a No. 5 or 6 root-canal 
file passes through the apex or in the case of a curved root tip, 
as close to the apex as possible. The filings should be relatively 
clean and hard. 


A semilunar incision is used for an apicoectomy with no 
radiolucent area about the apex, or with a relatively small 
radiolucent area which extends along the root surface for no 
more than one-third the length of the root. An oblique incision 


is used for those teeth in which the periapical radiolucent area 


¢ Camp Gordon, Ga., at time of writing; now, 1737 St. Johns Place, Brooklyn 33, 
N. Y. 
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extends for more than one-third the length of the root. In the 
latter case the incision extends from the mucosa above the 
adjacent tooth to the interproximal papilla. The incision is made 
on the side of the tooth where the radiolucent area extends to 
its greatest length. The semilunar incision should extend at 
least 1 cm. below and past the mesiodistal width of the radio- 
lucent area; the oblique incision also should extend from about 
1 cm. past the mesiodistal extent of such an area to the adjacent 
interproximal papilla. The incision should be, in either case, 
long enough to provide good exposure and to assure that the 
flap will rest on sound bone when replaced (fig. 1). The peri- 
osteum should be raised with the flap. If no perforation of the 
labial plate is evident, it is a simple matter to remove the labial 


= 
\ 


= 
i a 


aac 
/ 

f~- 

jE 
\ 

es 

ee 

9 





-_——-~_ 





Figure 1. (A) Semilunar incision. (B) Oblique incision. 


bone over the periapical area or apex with a No. 8 bur. When the 
apex is evident, sufficient exposure can be made for complete 
curetting of the area. In many cases it will be found easier to 
remove the infected apex of the tooth with a bur and then com- 
plete the curettage of the area or enucleation of the cystic 
tissue, especially when soft tissue extends to the lingual 
surface of the apex. The apex should be shortened to the base 
of the periapical area. When no such area is noted, and onex- 
posure of the apex the bone appears normal, only the apex of 
the tooth is removed and the area immediately about the apex is 
curetted or cleaned with a No. 8 bur. | 


The root canal is further filed until the filings are relatively 
clean and hard. About 30 cc. of benzalkonium chloride solution 
(1:1,000), are used to irrigate the area. The flushing is princi- 
pally for the mechanical effect of removing loose debris from 
within the canal and curetted periapical area and only secondari- 
ly to sterilize the area. If blood continues to ooze into the area, 
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the aspirator tip is left over the shortened apex and cotton 
points are inserted into the canal to dry it. A cotton point 
moistened with alcohol can be used in the canal and this can 
be followed with warm air. The canal must be dry before the 
root canal filling is inserted. While the aspirator is keeping 
the periapical area dry, chloropercha is pumped into and through 
the canal by means of a gutta-percha point. The chloropercha 
is used to seal the tubules and lubricate the canal walls. A 





Figure 2. (A) Preoperative roentgenogram taken on 22 May 1952, the day of 
operation. (B) Postoperative roentgenogram, taken on 8 September 1952, 
showing regeneration of bone. 


gutta-percha point is placed in the canal so as to extend through 
the shortened apex into the periapical area. The canal is packed 
with gutta-percha points which are then condensed. The excess 
gutta-percha points are removed from the apex by the use of a 
warm plastic instrument and then followed with a pledget of 
cotton moistened with chloroform to seal and smooth the gutta- 
percha. The opened cavity is again flushed with benzalkonium 
chloride to remove the loose debris. If the cavity is larger than 
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1 cm. by 1 cm., a piece of gelfoam about half the size of the 
cavity is placed in it. 


A roentgenogram should be taken before the flap is sutured 
in order to be certain that the entire apex has been removed and 
that large pieces of gutta-percha have not been left in or about 
the periapical .region. Patients in whom the apex of the tooth 
was sectioned and left in place unintentionally have been seen. 
The flap is replaced and closed with silk sutures. The lingual 
surface of the tooth is closed with temporary stopping or cement 
and if the tooth has not been ground out of occlusion this is 
accomplished. 


Postoperative instructions are important. Cold compresses 
should be placed over the operative site for the first 24 hours 
and occasionally for 48 hours. Warm saline mouthwashes should 
be used frequently for the first week. Codeine and aspirin may 
be prescribed although in most cases empirin compound will 
suffice. Sutures are usually removed on the fourth postoperative 
day. Occasionally a hematoma is formed, and in that case 
external heat is used after the first 48 hours of cold applications. 
Regeneration of bone in most patients can be seen roentgeno- 
graphically within 3 or 4 months after operation (fig. 2). 


CONCLUSIONS 


Most infected anterior teeth can be treated and retained by 
means of apicoectomies in the average healthy patient. The 
operative procedures involved are relatively simple and require 
only about 30 minutes. Complications are infrequent. 





BOOK REVIEW 





Mid-Century Psychiatry, An Overview, edited by Roy R. Grinker, M. D., Di- 
rector of Institute for Psychosomatic and Psychiatric Research and 
Training, Michael Reese Hospital, Chicago, Ill. 183 pages. Charles C 
Thomas, Publisher, Springfield, Ill., 1953. Price $5.50. 


This book surveys the status of psychiatry today. It is com- 
posed of 12 chapters, each by a distinguished contributor to the 
field of psychiatry, neurology, psychoanalysis, or sociology. 
The basic goal of the book is to point out the need for a methodo- 
logic solution to the problems of the integration of the disciplines 
contributory to the science of human behavior. It is recommended 
with enthusiasm.—Comdr. L. S. Madlem, Jr., MC, USN 














TECHNIC FOR ROOT CANAL 
THERAPY 


ROBERT E. PERKINS, Captain, USAF (DC) (1) 


HIS article presents a technic for root canal therapy that has 

given good results in the treatment of 300 patients. All 

were members of the Armed Forces, from 18 to 35 years of 
age, and 195 of them have been under observation for from 1 to 3 
years after operation. Root canal therapy, or endodontia, is a 
branch of dentistry which is concerned with the dental pulp. This 
treatment is indicated for a diseased tooth when its supporting 
structures are normal, and when periapical or periodontal infec- 
tions have not destroyed more than one-third of the supporting 
structures of its root. Patients for root canal therapy should be 
selected because the tooth is of value either for natural function 
or as an abutment for a prosthetic restoration. 


Many technics for root canal therapy have appeared in the 
literature. Grossman (2), Schwartz (3), Ostrander et al. (4), and 
Lucas (5) have reported various technics. Regardless of the 
technic used, the following must be accomplished: (1) removal of 
all pulp from the root canal and the pulp chamber, (2) adequate 
mechanical preparation of the root canal and the pulp chamber, 
(3) sterilization of the pulp chamber and the root canal, (4) suf- 
ficient filling and hermetic sealing of the canal, and (5) surgical 
removal of all necrotic and diseased tissues including the in- 
volved portion of the root in patients in whom periapical infection 
is present. 


The 9 steps in the technic for root canal therapy are: 
1. Anesthetization of the infected tooth. 


2. Application of the rubber dam. The tooth and the 2 teeth 
adjacent to it are isolated by a rubber dam to prevent the seepage 
of saliva or blood from contaminating the area and the root canal. 
After the dam has been applied, tincture of merthiolate is applied 
to the area. If structural conditions preclude the use of a rubber 


(1) U.S. Air Force Hospital, Scott Air Force Base, Ill. 
(2) Grossman, L. I.: Root Canal Therapy. 3d edition. Lea & Febiger, Philadelphia, 


Pa., 1950. pp. 183224. 
(3) Schwartz, J. B.: Penicillin for oral and root canal therapy. Dental Items Interest 


7171117*1128, Nov. 1949. 

(4) Ostrander, F. D.; Crowley, M. C.; and Dowson, J.: Clinical study of treatment of 
root canal and periapical infections with penicillin, J, Dent. Research 26: 403-407, Dec. 
1947. 


(5) Lucas, L. A.: Endodontia. Dent. Surv. 25: 1007-1010, July 1949. 
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dam, the tooth may be isolated with inlay wax, gauze, or cotton 
rolls. 


3. Gaining access to the canal. Entrance to the canal of 
anterior teeth is made slightly above the cingulum. The position 
of the pulp chamber serves as a guide in premolars and molars. 
The contra-angle handpiece with a No. 4 round bur or No. 35 
inverted bur is held at a 75° angle, the enamel is penetrated, and 
the dentine entered to a depth of about 1 mm. A No. 6 round bur 
is used to complete the entrance. A smaller bur may break when 
‘the canal is entered. The opening to the canal may be enlarged 
with a No. 8 round bur if desired. The straight handpiece may be 
used to widen the opening which must be ample to provide access 
for pulp extirpation and preparation of the root canals. 


4. Pulp extirpation. If the pulp is not necrotic, it may often be 
entirely removed in one operation. This is accomplished by using 
a barbed broach, No. 1 file, or reamer, which is inserted along the 
side of the canal, turned 180°, and withdrawn. Decomposed 
pulps are removed in a similar manner. The pulp in the chamber 
is removed with a No. 4 or 6 round bur and a No. 23 explorer. 
Care should be exercised to remove all the. pulp to prevent infec- 
tion and discoloration of the tooth. After the pulp has been ex- 
tirpated, the canal is irrigated with a 3-percent solution of hydro- 
gen peroxide followed by chlorinated soda solution. This removes 
blood and remnants of pulp and minimizes the possibility of later 
forcing these particles through the apical foramen. A roentgenogram 
is taken with a reamer in the canal to determine whether the 
apex has been reached. 


5. Preparation of the canal. The canal is prepared sufficiently 
to receive a filling material. Canals in lateral teeth are enlarged 
to the size of a No. 8 file, and those in central incisors and cus- 
pids, to the size of a No. 4 file. This is done by inserting a No. 1 
reamer, making a 180° turn and withdrawing it. If no resistance is 
encountered, a complete turn can be made. This action should 
be continued until the instrument has reached the apex. This 
is repeated with a No. 1 file alternated with the reamer until 
the canal is the size of a No. 4 reamer. Vertical as well as 
rotary motion of the instrument may be exerted. Care must be 
taken to avoid forcing débris into the periapical tissue. 


6. Irrigation of the canal. The pulp chamber and the root 
canal are irrigated with a chlorinated soda solution and hydrogen 
peroxide, both U.S. P. The patient’s head should be tilted forward 
to reach the upper teeth and backward for the lower teeth. This 
position will prevent the solution and debris from escaping into 
the periapical tissues. The irrigating needle should not be in- 
serted more than one-half the length of the canal. The solution is 
injected from the syringe with light pressure on the plunger. 
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After the canal has been irrigated with hydrogen peroxide, chlorin- 
ated soda solution is used. The canal is irrigated for a third 
time with distilled water or normal saline solution to wash out the 
hydrogen peroxide. Next, the canal is aspirated with a syringe 
and needle and thoroughly dried with sterile absorbent points. 


7. Medication. Crystalline. procaine penicillin G in oil with 
aluminum monostearate, 300,000 units per cc., has been used to 
treat most cases. Grossman (6) reported good results from the use 
of a streptomycin-penicillin Suspension for the treatment of pulp- 
less teeth. A sterile syringe with a needle somewhat smaller 
than the canal is used to inject 0.5 cc. of the penicillin into the 
canal, When injecting the canal of upper teeth, the patient’s 
head should be tilted back as far as possible to enhance the flow 
of the drug into the canal and into the periapical tissues. After 
the canal is filled with penicillin, a sterile, clipped absorbent 
point is inserted into it. The paper point, blunted to avoid ir- 
ritating the periapical tissues, may be dampened with beach- 
wood creosote and sealed in the canal with cement to remove any 
putrescent odor. The patient is advised to return in 24 hours. 


8. Bacteriologic study. The success of root canal therapy de- 
pends in great part on the sterility of the canal, and this is con- 
firmed by a negative bacterial culture. Failure to adhere strictly 
to the principles of asepsis may cause the bacterial report to be 
erroneous. When the patient returns, the canal is opened, the 
dressing is discarded, and the penicillin is washed out with 
warm, sterile, distilled water. All traces of the water and medic- 
aments are then removed from the canal with absorbent points 
and, after the canal has been thoroughly dried, a fresh absorbent 
point is moistened with a drop of sterile distilled water and in- 
serted into it for 3 minutes. The point is carefully removed from 
the canal and transferred to a container of trypticase dextrose 
broth and incubated for from 24 to 48 hours. Grossman (7) con- 
sidered brain-heart infusion brceth, Roseman’s glucosé-brain 
broth, and glucose-ascite broth a satisfactory media for culturing 
root canal material. 


If a negative culture is obtained after incubating for 48 hours, 
the canal can be filled safely. If the culture is positive, the 
study should be repeated until a negative one is obtained. Bender 
and Seltzer (8) recommended the use of a combination of peni- 
cillin, streptomycin, chloramphenicol, and sodium caprylate for 
patients whose culture is repeatedly positive. This combination 
of antibiotics and a fungicide yielded a negative culture in 97 
percent of their patients after an average of 1.1 treatments. 





(6) See p. 221 of footnote reference (2). 

(7) See p. 275 of footnote reference (3), 

(8) Bender, I. B., and Seltzer, S.: Combination of antibiotics and fungicides used in 
treatment of infected pulpless tooth. J. Am Dent. A. 45: 293-300, Sept. 1952. 
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9. Filling the canal. The canal may be filled when 2 negative 
cultures are obtained and the tooth is free of tenderness. Gutta- 
percha points and root canal sealer are used to fill the canal. 
The diameter of the point used should approximate that of the 
canal, and after it has been prepared, it is kept in the sterilizing 
tray. The gutta-percha point cannot be properly prepared without 
the aid of roentgenograms. The root canal sealer should be mixed 
at this time. Using a pumping and rotary motion, it is carried into 
the canal with No. 3 root canal pluggers. The No. 9 or 11 plugger 
is used with a similar motion. The prepared gutta-percha point is 
saturated with the sealer and inserted into the canal. The gingival 
third of the canal may require extra gutta-percha points to com- 
pletely fill it but if the apical third of the canal is well sealed 
it is not necessary to pack the canal. Roentgenograms are taken 
to determine whether the canal is sealed, excess gutta-percha 
protruding from the canal is removed with a warm round bur- 
nisher, and the chamber is filled with oxyphosphate cement. 
The patient is advised to return 2 months later for a roentgeno- 
gram. 


Root amputation is indicated in most patients with periapical 
infection. If the peridental membrane shows only a slight thicken- 
ing, it is preferable to keep the patient under observation for 
several months rather than do an apicoectomy. 


DISCUSSION 


The technic presented in this article may be used to treat any 
root canal, but all cannot be approached in the same manner. 
In patients with pathologic or mechanical exposures of the pulp, 
nonsuppurative pulpitis, or with degenerative and chronic hyper- 
trophic pulpitis, it can be extirpated, the canal partially pre- 
pared, irrigated, medicated, and a dressing inserted during the 
first visit. In acute suppurative pulpitis, chronic ulcerative pul- 
pitis, gangrene of the pulp, or any condition with pus formation, 
drainage should be established and continued until the evidence 
of pus has completely disappeared and the tooth is not sensitive 
to percussion. Ample drainage cannot be obtained through the 
canal in many patients unless a periapical incision is made, 
When there is no evidence of pus, the canal may be treated by 
the technic that has been described. 




















ESSENTIAL HYPERTENSION 


Treatment With Hexamethonium and Apresoline 


RICHARD P. SHAPERA, Lieutenant, junior grade, MC, USNR (1) 
FREDERICK R. LANG, Captain, MC, USN (1) 


fatal disease, for which a variety of medical, surgical, and 

psychiatric procedures have been used. The results of 
these have been inconstant, temporary, palliative, or unsuccess- 
ful. Recently 2 new drugs have been added to our therapeutic 
armamentarium, namely hexamethionium and 1-hydrazinophthala- 
zine hydrochloride (apresoline) which may be given singly or to- 
gether. 


Apresoline produces moderate reduction of blood pressure in 
hypertensive patients (2), The results are most marked in those 
with malignant hypertension and those who have had unsuccessful 
sympathectomies. In addition to lowering the blood pressure, this 
drug increases the renal blood flow. It antagonizes circulating 
humoral pressor substances. The most serious side effects are 
headache, nausea, and vomiting (3, 4). Tolerance developed in 
most patients in whom this drug was uSed alone (4). 


Hexamethonium attacks adrenergic and cholinergic nerve im- 
pulses at the autonomic ganglia. It is the more potent of the 2 
drugs and when used alone it often results in wide fluctuations of 
the blood pressure (5), Because serious hypotensive episodes, and 
even death, have resulted from the use of this drug, great caution 
must be exercised in the selection and control of patients (3, 6). 
The serious side effects that have been noted were secondary to 
depression of the autonomic ganglia. These include severe hypo- 
tension (especially postural) and gastrointestinal dysfunction 


E SSENTIAL hypertension is a common, often progressive and 





(1) U. S. Naval Hospital, Annapolis, Md. 

(2) Schroeder, H. A.: Effect of 1-hydrazinophthalazine in hypertension, Circulation 5: 
28-37, Jan 1952. 

(3) Grimson, K. S.; Orgain, E. S.; Rowe, C. R., Jr.; and Sieber, H. A.: Caution with re- 
gafd to use of hexamethonium and “apresoline.” J. A. M. A. 149: 215-220, May 17, 1952. 

(4) Johnson, R. L.; Freis, E. D.; and Schnaper, H. W.: Clinical evaluation of 1- 
hydrazinophthalazine (C-5968) in hypertension, with special reference to alternating treat- 
ment with hexamethonium. Circulation 5: 833-841, June 1952. 

(5) Schroeder, H. A.: Control of hypertension by hexamethonium and ]-hydrazinophthala- 
zine; preliminary observations, Arch, Int. Med. 89: 523-540, Apr. 1952. 

(6) Goldstone, B.: Death associated with methonium treatment. South African M. J. 26: 
552-554, July 5, 1952. 
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ranging from diarrhea to obstipation and ileus. Less serious and 
usually transient side effects include blurring of vision in hyper- 
opic persons, dryness of the mouth, diminished sweating, and 
disturbances of body temperature regulation, especially of the 
extremities (4). Bethanechol chloride and laxatives may be used 
to combat serious constipation, which, some believe, may lead to 
accumulation and retention of the drug in the intestine and dan- 
gerous swings in its absorption rate. Close attention must there- 
fore be paid to bowel function when hexamethonium salts are 
administered orally. Some authors prefer subcutaneous administra- 
tion because of greater reliability of therapeutic effect (7). 


Because of the more favorable results with the use of apresoline 
in patients who have had unsuccessful sympathectomies, and be- 
cause it appeared rational to treat essential hypertension by at- 
tacking concurrently both humoral and neurogenic etiologic fac- 
tors, hexamethonium salts and apresoline have been used in 
combination (4, 7). Schroeder (5) reported experience with 60 pa- 
tients taking these drugs for from 10 to 28 weeks. No tolerance 
developed in these patients. In fact most of those who were able 
to return home and to work while taking these drugs found that 
they required smaller doses than were éstablished at the hospital. 
Headaches, often a serious side effect when apresoline is used 
alone, thought to be due to the antihistaminase action of the drug, 
were not a problem when hexamethonium was administered prior to 
the apresoline. With continuous administration the blood pressure 
was held at or near normotensive levels in all the patients with 
benign hypertension and in 20 of 22 patients in the malignant 
stage. There were 3 deaths, 2 due to pneumonia and 1 as a result 
of renal insufficiency. Six patients in malignant stages dis- 
continued medication and all of these died. There were transient 
but no permanent manifestations of cerebra! ischemia and cardiac 
failure. 


McQueen (8) studied renal function in 8 hypertensive women 
and found following administration of hexamethonium that there 
was an initial reduction of the glomerular filtration rate and the 
renal plasma flow. The plasma flow returned to normal quickly, 
however, especially in those with little renal impairment. The 
glomerular filtration rate returned to normal but more slowly than 
the renal plasma flow. Hexamethonium is entirely excreted in the 
urine and, therefore, with reduced filtration rates there is reten- 
tion of the drug in the body. The most likely mechanism for the 
compensatory renal hemodynamic readjustment is abolition of 
tone in the glomerular arterioles by hexamethonium. 


(7) Kvale, W. F.: Hexamethonium and apresoline. Proc. Staff Meet., Mayo Clin. 27: 489- 


49%, Nov. 19, 1952. : 
(8) McQueen, E. G.: Hexamethonium bromide and kidney function, M. J. Australia 1: 


769-771, June 7, 1952. 
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CASE REPORT 


A 47-year-old man whose essential hypertension had become 
progressively worse in the 7 years preceding admission entered 
this hospital. Five years before the present admission and after 
extensive study to rule out other conditions, a bilateral, sub- 
total sympathectomy was performed with improvement which lasted 
for only 3 months. Bed rest, weight reduction, low salt and rice 
diets, sedation, and veratrum viride were of no avail. Six months 
before admission the hypertension was considered to have en- 
tered the malignant stage. At the time of this admission the 
patient complained of frequent, severe headaches, marked de- 
crease in visual acuity, ankle edema, dypsnea on exertion, diz- 
ziness, and nocturnal cramps in the legs. 


Physical examination revealed a 4-plus hypertensive retinop- 
athy, a slightly enlarged heart with a greatly accentuated aortic 
second sound, a palpable liver, and ankle edema. Blood pres- 
sures prior to therapy ranged between 210 and 270 (systolic) and 
150 and 180 (diastolic), There was a persistent albuminuria 
(3- or 4-plus) and the highest urine concentration was 1,014. Casts 
were noted on one occasion. The highest nonprotein nitrogen 
level recorded was 49 mg. per 100 cc. 


Hexamethonium chloride was first given in doses of 125 mg. 
orally every 8 hours and increased until a dose of 500 mg. every 
4 hours was reached. Apresoline was then added, starting with 
doses of 50 mg. orally every 8 hours and increasing until a dose 


‘of 100 mg. every 4 hours was reached. The medications, at first 


were given around the clock and the dose governed by a blood 
pressure check prior to administration. The blood pressure slowly 
declined until after 2 weeks of this regimen a pressure of 130/90 
was reached. Systolic pressures below 135 were not well tol- 
erated and therefore the therapeutic goal was established be- 
tween 140 and 160 (systolic) and 90 and 110 (diastolic). During 
therapy the albumin in the urine diminished to negative or a trace; 
the papilledema and retinal hemorrhages disappeared; the visual 
acuity improved greatly; the headaches, dyspnea, ankle edema, 
and leg cramps disappeared; and the patient’s sense of well- 
being increased. 


The side effects encountered were lassitude, severe constipa- 
tion, and postural hypotension (100 systolic), all early in therapy. 
These demanded strict confinement to bed. The postural hypoten- 
sion and lassitude gradually disappeared. The constipation re- 
sponded to laxatives and an occasional enema. The 4 a. m. and, 
later, the midnight doses were discontinued. After a month of 
regulation in the hospital the patient and his family were in- 
structed in the technic of recording blood pressure, then he was 
discharged to his home. After 3 months he had improved suf- 
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ficiently that his return to work was contemplated. He was main- 
tained on about 2 grams of hexamethonium and 400 mg. of 


apresoline daily. 
SUMMARY AND CONCLUSIONS 


Hexamethonium and apresoline are relatively recent additions 
to the therapeutic armamentarium for the treatment of hyperten- 
sion. As yet, no long-term studies, are available but must be 
awaited before any final evaluation is made. In short-term studies, 
these drugs have demonstrated their ability markedly to reduce 
blood pressures to normal or nearly normal levels in patients suf- 
fering with hypertension of all degrees. The reductions are in 
general remarkably well tolerated. These drugs, especially 
hexamethonium, are potent and can be very dangerous. Great 
care must be exercised, especially in the treatment of elderly, 
arteriosclerotic, or previously sympathectamized patients and 
those who have evidence of renal, cardiac, or cerebral damage. 
The initial lowering of blood pressure should be gradual. 


Patients with mild, uncomplicated hypertension should not be 
given these drugs, but those younger patients with severe pro- 
gressive hypertension resulting in early vascular or organ damage 
and not responding to more conservative therapy should not be 
denied the possible advantage of these drugs. 





BOOK REVIEW 


Annual Review of Microbiology. Editor: Charles E. Clifton, Stanford University; 
Associate Editors: Sidney Raffel, Stanford University, and H. Albert 
Barker, University of California. Volume 6. 492 pages. Annual Reviews, 
Inc., Stanford, California, publishers, 1952. Price $6, 


This is the sixth in a series of annual symposiums on various 
phases of microbiology. Many of the sections, such as those on 
the metabolism, nutrition, and genetics of micro-organisms, 
the characterization of antibodies, and the standardization of 
immunologic substances, will appeal only to a highly specialized 
group. Of more general medical interest, however, are the sec- 
tions on viruses, human rickettsioses, toxoplasmosis, and the 
actions of antibiotics and chemotherapeutic agents. These 
reviews provide the reader with a remarkably well-condensed 
survey of the recent literature on these subjects, together with 
an extensive bibliography.— Capt. W. E. Dye, USAF (MSC) 
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A MODIFIED TECHNIC FOR 
ANTIGEN DELIVERY 


in the Cardiolipin Microflocculation Test 


KENNETH F. ERNST, Colonel, MC, USA (1) 
ROBERT R. IVY (1) r 
VAUGHN YOEMANS, Master Sergeant, Medical Service, USA 


UBLISHED technics for various serologic tests for syphilis, 

involving a mixture of antigen and inactivated serum, direct 

that measured amounts of antigen be placed into measured 
amounts of serum, and it is desirable that this ratio be main- 
tained because significant alteration in optimal proportions 
may affect the accuracy of the test. The VDRL test is commonly 
performed by accurately measuring the serum with a calibrated 
pipet but the antigen emulsion, being measured by delivery from 
a completely assembled hypodermic syringe and needle, cannot 
be delivered with any similar degree of precision. The size of 
the drop of antigen emulsion is affected by the bevel and caliber 
of the delivery needle, by the angle at which the syringe is 
held, and is probably subject to a substantial mechanical error 
when antigen is expelled by means of the plunger in a syringe. 
The idea of developing a procedure in which the size of the 
drops, and therefore the actual quantity of antigen, could be 
accurately duplicated, not only from test to test but from day 
to day, led to the evolution of the present technic. 


The method to be described was tried with 20-, 21-, and 22- 
gage hypodermic needles. The 20-gage needle delivered antigen 
too rapidly and in drops of too great a size. Either the 21- or 
22-gage needle is satisfactory as both can be adjusted to deliver 
60 drops of antigen emulsion per cc. Although the 22-gage needle 
delivers antigen much more slowly it might be more desirable 
in inexperienced hands. The 21-gage needle delivers from 60 
to 75 drops per minute, depending on the angle of the apparatus, 
but at the same time will accurately deliver 60 drops per cc. of 
antigen emulsion. 


The apparatus was tested with the needle at angles of from 
20° to 90° with the horizontal. Angles of 30° and less were 
unsatisfactory because the rate of delivery was unduly de- 
creased and because a slight increase in the size of the drops 


(1) Letterman Army Hospital, San Francisco, Calif. 907 
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was thus obtained. At angles of 50° and above, the delivery 
rate was greatly accelerated and a corresponding decrease 
in the size of the drops was noted. At 40°, however, the re- 
quirements of speed (60 drops per minute) and accuracy (60 
drops per cc.) were fulfilled so we have concluded that this 
is the most desirable angle (table 1). 


TABLE 1. The relation of rate of delivery and drop volume 
to the angle of the 21-gage needle 


Rate of delivery 
(drops per min.) 


35 to 40 
60 to 75 
70 to 80 
80 to 90 











Volume per 60 


Angle (degrees) drops (cc.) 





40 
50 






S 1.0 
0.9 






Variation in the number of drops per minute, using the same 
needle and the same angle for the apparatus, is influenced by the 
quantity of antigen emulsion in the syringe, faster rates of 
delivery being obtained when greater quantities of emulsion 
are in the syringe and slower rates, as the level falls. A little 
experience with the apparatus will indicate the proper level of 
filling for the desired rate of delivery, but a level of from 0.75 
to 1.5 cc. has worked best for us. The delivery may be made 
continuous and at the same time thorough mixing of remaining 
and new antigen emulsion may be attained when the syringe 
is refilled if the new emulsion is forcibly added to that remaining 
in the apparatus. This is done with either a chemical pipet or 
a 2-cc. syringe, to which a 3-inch, 19-gage needle is attached. 


METHOD 


A 2-cc. syringe without the plunger, fitted with a 21-gage, 
14-inch, medium-bevel, hypodermic needle, is attached to a ring 
stand by an adjustable clamp. The bevel of the needle should 
face downward or parallel with the bench top. To establish the 
proper angle for the delivery of 60 drops per cc. of antigen emul- 
sion, as required in the VDRL test, the clamp is adjusted so 
that the point of the needle is about 4 cm. and the flat, open 
end of the syringe about 10 cm. above the table top. In this 
position, the apparatus has an angle of about 40° with the 
horizontal. Antigen emulsion is then pipetted into the open end 
of the syringe, the drops are counted as they fall from the point 
of the needle and are collected in a calibrated receptacle. When 
2 cc. of antigen emulsion have been delivered to the calibrated 
receptacle, the angle of the syringe may be adjusted, if nec- 
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essary, so that 120 drops equal 2 cc. When this angle has been 
determined, the distance of the point of the needle from the 
table top is marked on a piece of cardboard and the distance 
of the open end of the syringe, on another (fig. 1), The angle of 
the apparatus can then be reproduced from day to day simply 





Figure 2. 


by lining it up with the 2 points on the cards. The same needle 
and syringe are kept for repeated use in the delivery of antigen 
emulsion and, unless re-used immediately, each is carefully 
washed and dried. 


In performing the test, the inactivated serum is delivered to 
the glass slides in the usual manner and after several of these 
slides have received their full load of serum specimens, they 
are placed on a small wooden tray as illustrated in figure 2. 
The calibrated syringe and needle, adjusted to the required 
angle, is loaded with antigen emulsion. The first few drops to 
form are discarded and then, in succession, a drop is allowed 
to fall into each successive “slide well” until each has received 
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a drop of antigen emulsion. This is accomplished by moving the 
loaded tray under the point of the needle. The ring stand holding 
the syringe and needle is not moved during the period of use and 
is touched only during loading. While loading the apparatus, the 
needle tip is either covered with a bit of absorbent material or 
the emulsion is allowed to drip into a Petri dish to prevent soiling 
the top of the workbench. 


Coarsening of the antigen particles due to evaporation and 
exposure to air does not appear to occur. The technic used for 
mixing the antigen emulsion remaining in the syringe with fresh 
antigen emulsion has proved satisfactory and no demonstrable 
change in the sensitivity or accuracy of the test from this cause 
has been detected. 


In our hands, the described technic constitutes a reproducible 
method of delivering accurate quantities of antigen emulsion 
in the VDRL test and eliminates one source of technical error. 





BOOK REVIEW 





Amebiasis, Pathology, Diagnosis and Chemotherapy, by Hamilton H. Anderson, 
M. D., Professor and Chairman, Pharmacology and Experimental Thera- 
peutics, The School of Medicine, University of California Medical Center, 
San Francisco, Calif.; Dean of the Medical Faculty, American University 
of Beirut, Beirut, Lebanon, 1950-1951; Warren L. Bostick, M. D., Asso- 
ciate Professor of Pathology, Department of Pathology, The School of 
Medicine, University of California Medical Center, San Francisco, 
Calif.; and Herbert G. Johnstone, Ph. D., Professor of Parasitology, 
Parasitology and Mycology Section of the Department of Medicine, The 
School of Medicine, University of California Medical Center, San Fran- 
cisco, Calif. 431 pages; illustrated. Charles C Thomas, Publisher, 
Springfield, Ill., 1953. Price $11.50. 


This monograph deals with its subject in a systematic and 
detailed manner. There is an extensive section on laboratory 
diagnosis and laboratory technic. The authors stress the im- 
portance of iron-hematoxylin-stained preparations in stool ex- 
aminations, and point out the many difficulties inherent in lab- 
oratory diagnosis. Each chapter closes with a summary, followed 
by a bibliography. There is an excellent section on extraintestinal 
amebiasis. Much of the book is of little clinical interest. Although 
it contains much material of practical value, this is essentially 
a reference book.—Comdr. H. E. Reitz, MC, USN 
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INVERTING PROCTOSCOPIC TABLE 


VICTOR C. TUCKER, M. D. (1) 


T' is generally conceded that most cancers of the colon arise 
from adenomatous polyps and that most of the polyps are 
within reach of the sigmoidoscope. In this area, many people 

have one or more pinhead- to pea-sized polyps most of their lives, 
just as they have moles on their skin. I have removed pea-sized 
polyps from 6 persons in whom the pathologic diagnosis was 
adenocarcinoma, grade I or higher. In 4 of these patients, the 
solitary polyps were removed 10 years ago. There has been no 
recurrence to date in any of the patients followed. A removal of 
this type of polyp is a simple office procedure if performed on a 
proper table with the proper equipment. 


| The inverted position has done more to advance sigmoidoscopic 
examination than any other single factor except the development of 
the electrically lighted equipment. With the patient in the fully 
inverted position, the rectum opens without the necessity of forced 
air in most patients. With careful sigmoidoscopy in the inverted 
position (visualizing the lumen as the instrument is advanced), 
there is little danger of injury to the intestines. Most perfora- 
tions of the colon from sigmoidoscopic examinations occur with 
the patient in the Sims’ position or in a knee-chest position on a 
flat table. To obtain a satisfactory inverted position of the pa- 
tient, a tilting examining table is necessary. Hanes is credited 
with ‘discovering the advantages of the inverted position in proc- 
tology, and Buie introduced a number of improvements over the 
Hanes table which are of great practical value. 


A pharmacist’s mate in the Navy on Guam built a proctoscopic 
table of packing-case lumber from drawings I furnished him which 
proved as practical as some models costing about $1,000. We 
used it frequently, because many of our personnel, as well as 
many natives, had acute amebiasis in addition to the usual run of 
rectal and colonic conditions so frequently encountered in the 
military service. We examined a number of patients for nearby 
naval hospitals which did not have facilities for satisfactory 
sigmoidoscopic examinations at that time. The table was so 
satisfactory that I had one built of plywood (figs. 1 and 2) for an 
extra examining room when I returned to private practice. I 
have since furnished 8 more tables, built of standard pine lumber, 
to different local charity clinics and hospitals. I built 4 of them 


(1) Consultant in Proctology, Brooke Army Hospital, Fort Sam Houston, Tex. 
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Figure 1. Table flat. Figure 2. Table fully inverted. 
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Figure 3. Inverting proctoscopic table, 
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Figure 4. Inner supporting section. 
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Figure 6. Outer tilting section (side view). 
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myself, which shows that no special skill is required. The mate- 
rials cost about $15 per table, not counting padding. We used 
an old navy blanket folded lengthwise for padding on the table 
in Guam and army surplus cushions on most of the tables con- 
structed in this community. This table can be made to tilt to any 
desired degree. It is modeled after Buie’s modification of the 
Hanes table. Details of its construction are shown in figures 


3-6. 





BOOK REVIEWS 


| A Manual of Oral Surgery, A Step-by-Step Atlas of Operative Technics, 
643 pages, illustrated; and A Manual of Dental Anesthesia, An Illus- 
trated Guide for Student and Practitioner, 192 pages, illustrated, by 
W. Harry Archer, B. S., M. A., D. D. S., Professor of Oral Surgery and 
: Anesthesia, School of Dentistry, University of Pittsburgh; Head of 
the Department of Oral Surgery, School of Dentistry; Lecturer, School 
of Nursing and School of Public Health; University of Pittsburgh; 
Chief of the Dental Department of the Magee Hospital; Oral Surgeon 
and Chief of the Dental Department of the Western Psychiatric Insti- 
tute and Clinic; Senior Dental Staff Member of the Eye and Ear Hos- 
pital; Senior Consultant in Oral Surgery at the Veterans’ Adminis- 
tration Hospital; Chief of the Dental Department of the Falk Clinic; 
Diplomate of the American Board of Oral Surgery; Fellow of the Ameri- 
can College of Dentists and Fellow of the International College of 
Anesthetists. W. B. Saunders Co., Philadelphia, Pa., publisher, 1952. 


These 2 books are valuable additions to dental literature. They 
will serve well as textbooks for students and as reference books 
for practitioners. I like the clear and concise way in which 
Dr. Archer has presented his material. His coverage is com- 
plete and to the point. Hence a certain operative procedure can 
be quickly reviewed without wading through voluminous ma- 


terial. 


My only objection to the books is that the size and type of 
print of the captions for the illustrations differ very little from 
the text. This is frequently confusing and some pages are diffi- 
cult to read without getting lost. 


One of the main advantages of these books is that they con- 
tain current information, particularly in the field of antibiotics, 
pre- and post-operative drugs, et cetera. 


In A Manual of Oral Surgery, the author devotes the first por- 
tion to a thorough discussion of the general concepts and tech- 
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nics of exodontia. He then devotes chapters to such special 
subjects as apicoectomy, preparation of the mouth for dental 
prosthesis by surgery, oral infections, treatment of oral cysts 
and tumors, fractures, et cetera. Certain chapters were con- 
tributed by outstanding authorities. 


In A Manual of Dental Anesthesia, Dr. Archer presents a 
brief account of the history of anesthesia, followed by sections 
on local and general anesthesia. The newest local anesthetic 
agents in use today are discussed. The answer to almost any 
question concerning local anesthesia which might arise can be 
found in this book. A special chapter dealing with complications 
associated with general anesthesia is contributed by another 
author.—Capt. R. W. McCue, USAF (DC) 


Diseases of the Heart and Arteries, Anatomical and Functional Disturbances 
of the Circulation. Treatment, by George R. Herrmann, M. S., M. D., 
Ph. D., F. A. C. P., Professor of Medicine, University of Texas; 
Director of the Cardiovascular Service and Heart Station, University 
Hospitals; Consultant in Vascular Diseases, United States Marine 
Hospital; Consultant in Medicine to Surgeon General, United States 
Army. 4th edition. 652 pages; illustrated. The C. V. Mosby Co., St. 
Louis, Mo., publishers, 1952. Price $12.50. 


This new edition of a standard manual of cardiology in- 
corporates the new developments in the field during the 8 years 
since the last edition appeared. The book is an outgrowth of 
many years of practice, teaching, and research by an outstanding 
clinician. The book contains new material on embryologic 
development of the heart and the principles of phonocardiog- 
raphy, electrokymography, tomography, and cardiac catheteriza- 
tion. The chapters on congenital heart disease and valvular 
heart disease have been expanded. Over 100 new illustrations 
have been added. The section on electrocardiography has been 
completely rewritten. Old material has been effectively con- 
densed, and the author has achieved his goal of preparing a 
text in as simple, succinct, and concise a form as possible. 
Altogether, the book contains a surprising amount of material 
for its size, even though it has outgrown the original pocket-sized 
manual format. The bibliographies are brief and contain only the 
most pertinent references. The section on peripheral vascular 
disease is short. An unusual feature of value to physicians in 
the Armed Services is the chapter on military cardiovascular 
examinations and interpretations. The appendix contains chap- 
ters on the diagnosis and common errors in the diagnosis of heart 
disease and correction of cardiovascular deformities by surgical 
procedures. This remains one of the best texts available to 
students of cardiology.—Col. B. E. Pollock, MC, USA 











RADIOGRAPHIC TABLE FOR 
HIP OPERATIONS” 


ROBERT W. AUGUSTINE, Lieutenant Colonel, USAF (MC) 
WALTER E. LANDMESSER, JR., Captain, USAF (MC) 
MERVEL V. PARKER, Captain, USAF (MC) 
WILLIAM R. MacAUSLAND, JR., First Lieutenant, USAF (MC) 
LEE W. SHAFFER, JR., First Lieutenant, USAF (MC) 


TABLE for operations on the hip and upper femoral shaft 
was developed to provide for efficient positioning and 
roentgenographic examination of the patient. Existing 
tables have given inconsistent and often unsatisfactory results 
when used for hip operations because the pelvic rest does not 





Figure 1. Lateral view of table with patient draped and in position for operation 
on hip. X-ray tube head is fixed for posteroanterior view. The right (operative) 
extremity is held in footplate on compound-lever bar; left leg is suspended 
overhead to permit lateral roentgenographic views without moving patient. 
Arm board, intravenous stand, and adequate working room for anesthetist 
are provided. Combination floor lock and elevating device at foot of machine 
permits Trendelenburg positioning if needed. 





(1) From U. S. Air Force Hospital, Maxwell Air Force Base, Ala. 917 
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tube head fixed for frogleg lateral view. Note use of shoe to eliminate 
pressure on heel when foot is tied into footplate on traction bar. 


Figure 2. Lateral view of table with patient in position for operation and x-ray 





Figure 3. Photograph shows x-ray unit in position for posteroanterior view of 
right femur. Note extensive gluteal support which helps to stabilize patient. 
The elevating floor lock permits use of Trendelenburg position up to 15°, 
if required, 


i a 








AC ttt st 
errr a 


June 1953) RADIOGRAPHIC TABLE 919 


stabilize the patient, is uncomfortable, and does not provide 
x-ray facilities. This table is designed for one specific purpose 
and is constructed of standard and readily obtainable components. 
It has the following advantages over the standard fracture or 
operating table: (1) adequate, comfortable support for the patient 
without danger of pressure over the sacrum or need for bulky 
padding; (2) patient positioning permitting consistent, satisfactory 
roentgenographic (particularly lateral) views by the average 
technician; (3) incorporation of a roentgen unit in the table to 
permit posteroanterior and lateral views of the hip and femoral 
shaft without moving the patient. 





Figure 4. View of table showing transformer incorporated into body of table. 
Patient is in position for operation on right hip. X-ray tube head is set for 
posteroanterior view of hip. 


The body support of the table was molded of plastic over a 
model of the human back and buttocks. Excavation of the sacral 
area of the plastic support reduces the pressure on this area 
that occurs on the pelvic rests in conventional tables. The pelvic 
post is designed to impinge on the adductor muscles rather than 
on the perineum to give the patient greater comfort. Traction 
may be applied to the involved extremity by means of a compound- 
lever bar. The other leg is suspended from an overhead bar to 
allow a frogleg positioning for a lateral roentgenographic view. 


An xeray field unit (30 milliampere) is incorporated into the 
table so that the technician can swing the head into position 
for either posteroanterior or lateral views of the hip or upper 
femur without moving the patient. Once the proper exposure is 
determined, consistently good lateral and posteroanterior views 
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can be obtained. Incorporation of the x-ray transformer into the 
body of the table gives it stabilizing ballast. 


The table is designed particularly for nailing the femoral 
neck and for intertrochanteric fractures. It can also be used for 
insertion of the Rush pin, the application of bone plates and/or 
bone grafts to the upper shaft, and for the insertion of hip pros- 
theses from the anterolateral approach. The patient can be placed 
only in the supine position and, once positioned, is secure and 
comfortable. The table also has arm boards, a holder for an 
infusion flask, and a device to permit Trendelenburg positioning 


(figs. 1 to 4). 


BOOK REVIEW 


Practical Clinical Chemistry, A Guide for Technicians, by Alma Hiller, Ph. D., 
Associate Attending Biochemist in Charge of Clinical Chemistry, 
Presbyterian Hospital of the City of Chicago; Associate Professor of 
Biological Chemistry, University of Illinois College of Medicine, 
Chicago, Ill. 266 pages. Charles C Thomas, Publisher, Springfield, 
Ill., 1953. Price $6.50. 


This monograph presents a guide for 24 biochemical pro- 
cedures in clinical diagnostic technics covering the usual routine 
requests made by physicians. Each determination is first de- 
scribed in detail, including the preparation of solutions, technic 
of procedure, and calculations, then is given in outline. For 
convenience of laboratory operation, these outlines are re- 
printed as a separate group in the back of the book on perforated 
pages so that these may be detached, placed in a transparent 
cover, and used by the technician during the course of the pro- 
cedure. Additional information is extended in general laboratory 
procedures, covering precautions, specimens, quantitative solu- 
tions, the preparation of standard solutions, and the use and 
care of photometers and spectrophotometers. Tables which cover 
various topics such as the blood volume necessary for a specific 
procedure, carbon dioxide combining capacity of the plasma, 
et cetera, are included. The procedures presented are well 
established and accepted. Modifications have been made in some 
instances over the original published method in the interest of 
simplicity and economy of time without sacrifice of accuracy. 
This book should be of interest to persons working in or directing 


the average diagnostic laboratory. 
—Maj.W. H. Lee, USAF (MSC) 
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THERAPEUTIC PNEUMOPERITONEUM 


EDMUND C. CASEY, First Lieutenant, USAF (MC) (1) 
KENNETH W. CLEMENT, Major, USAF (MC) (2) 


N 1872, the recovery of a patient with tuberculous peritonitis 
was credited to pneumoperitoneum. Since then this procedure 

has been used in the treatment of many diseases and as a 
diagnostic aid. Pneumoperitoneum in pulmonary tuberculosis was 
reported first to have been accidentally observed during the in- 
jection of pneumothorax in conjunction with oxygen therapy in a 
patient with tuberculous peritonitis. Clinical reports (3, 4) ap- 
pearing in the literature 20 years ago established the value of 
pneumoperitoneum in the treatment of pulmonary tuberculosis. 


THEORETICAL CONCEPT 


The rationale for the use of pneumoperitoneum lies in the cre- 
ation of a positive pressure within the abdominal cavity which 
elevates the diaphragm. This permits the lungs to contract and 
promotes healing. Greater relaxation can be affected if phrenic 
nerve interruption follows the pneumoperitoneum (5). A few years 
ago this combined procedure was used, but with the advent of 
streptomycin and new surgical procedures, crushing of the phrenic 
nerve is less acceptable today. We believe that a diseased area 
of the lung can be placed at rest only if the surrounding tissue 
is elastic. In the chronic or fibroid types of pulmonary tubercu- 
losis, when elastic tissue has been replaced by fibrous tissue, 
the results are poor. Pleural and peritoneal adhesions which 
limit the movement of the diaphragm contribute to the therapeutic 
failure of pneumoperitoneum. 


INDICATIONS 


Minimal or moderately advanced acute exudative diseases re- 
spond well to pneumoperitoneum. If the disease process extends 
to the periphery of the lung, making the use of pneumothorax 
inadvisable, treatment by pneumoperitoneum is indicated. In ad- 





(1) U.S. Air Force Hospital, Sampson Air Force Base, N. Y. 

(2) U. S. Air Force Hospital, Lockbourne Air Force Base, Ohio. 

(3) Banyai, A. L.: Pneumoperitoneum in treatment of tuberculous enterocolitis. Am. J. 
M. Sc. 182: 352-367, Sept. 1931. 

(4) Banyai, A. L.: Therapeutic pneumoperitoneum; review of 100 cases. Am. Rev. 
Tuberc. 29: 603-627, June 1934, 

(5) Moyer, R. E.: Pneumoperitoneum and phreniclasia in treatment of pulmonary tuber- 
culosis; therapeutic observations in 550 white and Negro cases. Dis. Chest 15: 43-59, 


Jan. 1949, 
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vanced tuberculosis (6, 7), pneumoperitoneum may be used prior 
to thoracoplasty, lobectomy, or pneumonectomy. Tuberculous 
pneumonia may be temporarily stabilized by the simultaneous 
use of streptomycin and pneumoperitoneum. Hemoptysis may be 
controlled by pneumoperitoneum. The spread which occasionally 
accompanies hemoptysis resolves under pneumoperitoneum. Pneu- 
moperitoneum is the treatment of choice in tuberculosis following 


thoracoplasty or lobectomy. 


When development of fluid, failure of the disease to resolve, 
persistent cavitation, or pleural adhesions which cannot be 
severed cause pneumothorax to fail, pneumoperitoneum helps 
control the disease. A partial pneumothorax may be supplemented 
by a pneumoperitoneum to produce a satisfactory collapse. 


Pneumoperitoneum can be given safely during pregnancy until 
the seventh month of gestation; air can be reintroduced 7 or 8 
weeks postpartum. The tonicity of the abdominal muscles may be 
regained by exercise to accomplish a satisfactory collapse. 


Pulmonary tuberculosis with pleural effusions responds better 
to pneumoperitoneum than to fluid-air replacement because the 
pneumoperitoneum minimizes the probability of the development 
of empyema, pleural thickening, and incarcerated lung. 


COMPLICATIONS 


Air embolism is a serious but rare complication of pneumo- 
peritoneum (8). The incidence is greater during the first proce- 
dure, especially when air is introduced on the right side. Because 
of the number of organs in the right upper abdominal quadrant, 
the introduction of air into the circulating blood stream is more 
likely than when the procedure is done in the left upper quadrant. 
The symptoms are referred to the area where the greater accumu- 
lations of air in the vascular system occur. Pentylenetetrazol, 
nikethamide, caffeine and sodium benzoate, epinephrine either 
intravenously or subcutaneously, and oxygen, usually by pressure 
mask, are useful in treatment. 


Hernias in the abdominal wall may complicate pneumoperito- 
neum. Treatment may be resumed from 6 to 8 weeks after surgical 
repair. 

Accidental pneumothorax may develop. When this occurs the 
site of the initial pneumoperitoneum should be lower on the ab- 
domen so that the pleural reflections will not be injected. 





(6) Mitchell, R. S.; Hiatt, J. S., Jr.; and McCain, P. P.: Pneumoperitoneum in treat- 
ment of pulmonary tuberculosis; results in 710 cases from 1937 to 1946. Am. Rev. 
Tuberc. 55: 306-331, Apr. 1947. 

(7) Simmonds, F. A. H.: Air-embolism and pneumomediastinum in artificial pneumo- 
peritoneum. Lancet 1: 530-533, Apr. 13, 1946. 

(8) Warring, F. C., Jr., and Thomas, R. M.: Spontaneous air embolism observed in 
case of pneumoperitoneum. Am. Rev. Tuberc. 42: 682-687, Nov. 1940. 
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Mediastinal emphysema (9) usually occurs during 1 of 2 stages 
of treatment by pneumoperitoneum. The first is immediately after 
the initial procedure and is probably due to a defect in the di- 
aphragm near the vertebral column. The second is when refills 
are being made at high pressure. This requires no specific treat- 
ment. 


Subcutaneous emphysema during treatment is usually due to 
improper placement of the needle. Only rarely does a gap causing 
leakage of air into the subcutaneous space occur in the peritoneal 
surface. Except for slight discomfort, this complication is of no 
consequence. 


When peritoneal effusion develops (10), cultures of the fluid 
usually are sterile. Discontinuance of pneumoperitoneum is rarely 
indicated unless a massive peritoneal effusion produces a posi- 
tive culture for tuberculosis in guinea pigs. 


Abdominal pain of from several hours to 3 days’ duration may 
occur. The patient soon becomes accustomed to the presence of 
air in his abdomen. Pain in the shoulders following the initial 
injection disappears ina few hours, Air in the colon has been 
observed, and produces flatulence. Anuria has not been noted, 
Anorexia may occur because the appetite is partially satisfied 
by the presence of air in the abdomen, but eventually the patient 
will become hungry. 


SURGICAL ABDOMINAL DISEASES 


In 1950 Rack and Clement (1/1) became interested in the effect 
of pneumoperitoneum on the development, recognition, treatment, 
and prognosis of acute surgical abdominal diseases. They ana- 
lyzed the case records of 9 patients who developed a surgical 
abdomen while undergoing pneumoperitoneum. Because these 
9 patients all were operated on, the development of the disease, 
the pre- and post-operative diagnoses, and the subsequent mor- 
bidity and mortality could be studied. This series included 4 pa- 
tients with perforated peptic ulcers, 3 with acute suppurative 
appendixes, and 1 each with an incarcerated inguinal hernia and 
a ruptured tubal pregnancy. The history of these patients was 
compared with those of patients not being treated with pneumo- 
peritoneum. Four additional patients (2 with appendicitis and 
1 each with acute pancreatitis and perforated duodenal ulcer) 
have been observed. 

(9) Trimble, H. G.; Eaton, J. L.; Crenshau, G. L.; and Gourley, I.: Paeumoperitoneum 
in treatment of pulmonary tuberculosis; 407 consecutive cases. Am. Rev. Tuberc. 57: 
433-470, May 1948. 

(10) Cornwall, V. C., and Patridge, W. H.: Case of fatal peritoneal hemorrhage compli- 
cating artificial pneumoperitoneum. Tubercle 28: 164-165, Aug. 1947. 

(11) Rack, F. J., and Clement, K. W.: Experiences with acute surgical abdomen in 
presence of therapeutic pneumoperitoneum; report of cases. Surgery 28: 896-902, Nov. 


1950. 
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No clinical or laboratory findings which differed from those of 
the patients without pneumoperitoneum were noted in the patients 
whose diseases developed while they were receiving pneumo- 
peritoneum. In the patients with inflammatory diseases who were 
receiving pneumoperitoneum, the omentum failed to act as a 
barrier to the spread of suppurative material, as it commonly does 
in patients with similar inflammatory conditions but who are not 
being given pneumoperitoneum. No localized abscesses were 
found in the patients with pneumoperitoneum. Because of this 
apparent alteration in normal intraperitoneal defenses observed 
at operation, early surgical intervention is imperative in the 
presence of symptoms and signs suggestive of the acute surgical 
abdomen. 


TECHNIC 


The skin near the left costal marginis cleaned with iodine and 
alcohol. The necessary equipment includes a 1%-inch short 
beveled No. 19 needle, a 2-cc. syringe, and a pneumothorax appa- 
ratus filled with carbon dioxide. The skin, subcutaneous tissue, 
and muscles are infiltrated with 2 percent procaine solution. The 
No. 19 needle is placed in the abdominal wall and aspiration is 
attempted with the syringe. The needle is then attached to the 
pneumothorax machine and a positive pressure of from 20 tc 
30 cm. of water is created. Then the needle is slowly pushed 
through the subcutaneous tissues until the pressure is suddenly 
dispelled by a small amount of air escaping into the peritoneal 
cavity. This space having been found can be filled with from 
200 to 300 ce. of carbon dioxide followed by from 700 to 800 cc. 
of room air. Fluoroscopy should be performed immediately after 
this initial procedure to insure that the space under the diaphragm 
was filled. The same technic is used in refilling but after 4 or 5 
times, the procaine can be eliminated. The frequency of refills 
varies but is usually twice weekly for 3 weeks and once weekly 
thereafter. The amount varies from 600 to 800 cc. or more, de- 
pending on the ease with which the diaphragm is pushed upward, 
The intraperitoneal pressures may vary from plus 4 to 20 cc. 
of water without discomfort to the patient. 


CONCLUSION 


Because pneumoperitoneum can be instituted early and safely 
and maintained with greater facility than pneumothorax, it is 
recommended as an adjuvant in the treatment of pulmonary tuber- 
culosis when indicated. 





MYOBLASTOMA OF THE TONGUE 


JAMES E. CHIPPS, Lieutenant Colonel, DC, USA (1) 


GEORGE R. REINHARDT, First Lieutenant, MC, USA (1) 


clinically. Tne lesion in the patient here reported pre- 
operatively closely resembled an early carcinoma of the 
papillomatous type. 


M USCLE tissue tumors of the tongue are rarely encountered 


CASE REPORT 


A 22-year-old man was referred for treatment of a small, pain- 
less mass along the lateral border of his tongue. He had first 
noted the lesion 3 months earlier. There had been no noticeable 
increase in its size. Two weeks earlier the surface had broken 
down, was painful for a few days, then apparently healed. On 
examination a slightly elevated mass 1.3 cm. in diameter was ob- 
served along the mid-border of the tongue. It was circumscribed 
and the surface was slightly cauliflowered and yellow. The mass 
was firm, extended into the tongue to a depth of about 1 cm., 
and was apparently fixed to the tongue musculature. Examination 
of the dental arch showed a moderate malocclusion with over- 
bite. A mandibular first molar had been extracted 3 years earlier 
and, when the tongue was at rest, the lesion lay adjacent to the 
space created by the extraction. The patient was not, however, 
conscious of dental trauma or of biting or sucking habits associ- 
ated with the lesion. 


The patient was presented at a tumor conference. Because of 
its distinctly circumscribed localization, some of the staff be- 
lieved the lesion to be a benign papilloma or fibroma or merely a 
scar secondary to dental trauma, but the majority, including our- 
selves, thought that the distinct surface markings indicated a 
lesion of epithelial origin and that the apparent extension into 
the tongue and fixation indicated an early malignant invasion. 
The patient was scheduled for excision biopsy and frozen section 
microscopy. If a diagnosis of carcinoma were returned, it was 
thought that, considering the patient’s age, a radical removal of 
adjacent tissue, such as hemiglossectomy, would be justified. 


Under general anesthesia a wedge-shaped section of tongue 
containing the lesion was excised, the incisions beginning about 
1 cm. from the margins of the lesion and converging to join at 





(1) Tokyo Army Hospital. 
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about the center of the tongue. Hemorrhage was controlled and 
the wound was packed. The specimen was referred to the path- 
ologist. No positive diagnosis was obtained by a study of the 
frozen section but the pathologist stated that the mass did not 
appear to be an epithelial malignancy. The wound was then closed. 
It healed uneventfully without evidence of a lingual defect. 
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Figure 1. Photomicrograph (X 32.8) showing granular cell mass beneath byper- 
plastic epithelium. Near the periphery the cells gradually become elongated 
and striated and blend with muscle fibers, which in turn blend with muscle 


bundles. 
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After studying stained sections (fig. 1) the pathologist made a 
diagnosis of benign myoblastoma. The sections showed an ir- 
regular hyperplasia of the mucosa with a loss of detail but no 
break in continuity of the basal layer. Under this was a tumorous 
growth of large, round, granular cells mixed with an occasional 
elongated striated cell and a few muscle fibers. Muscle fibers 
were more numerous near the periphery of the mass and gradually 
blended with the adjacent normal bundles of striated muscle. 


DISCUSSION 


Rhabdomyomas, believed to be formed from mesenchymal cells 
destined to develop striated muscle, occur in various types. Ward 
and Hendrick (2) stated that the term myoblastoma is used, per- 
haps wrongly, to describe the granular cell type (1) which is 
composed of round and elongated cells which may or may not 
be striated, (2) which is not encapsulated, and (3) which is be- 
lieved by some observers, particularly Willis (3), to be the result 
of direct injury to muscle fibers and not to be a true tumor. Al- 
though apparently benign, the lesions have recurred after in- 
complete excision. Bernier and Ash (4) remarked on the hyper- 
trophy of the overlying epithelium to the point of resemblance to 
squamous cell carcinoma. The lateral border of the tongue is 
stated to be the most common site of origin, but even so, the 
lesion is rare. Thoma (5) found only 21 cases of rhabdomyoma of 
the tongue reported in the literature. 


In our patient the presence of the lesion adjacent to the space 
created by an extracted tooth and an associated malocclusion are 
compatible with the theory of traumatic etiology. No doubt, the 
history of a breaking down or “ulceration” of the surface of the 
mass indicated fresh trauma. 


(2) Ward, G. E., and Hendrick, J. W.: Diagnosis and Treatment of Tumors of Head and 
Neck, Not Including Central Nervous System. Williams & Wilkins Co., Baltimore, Md., 
1950. 

(3) Willis, R. A.: Pathology of Tumours. C. V. Mosby Co., St. Louis, Mo., 1948. p. 743. 

(4) Bernier, J. L., and Ash, J. E.: Atlas of Dental and Oral Pathology. Prepared at the 
Army Institute of Pathology from Material in the Registry of Dental and Oral Pathology 
of the American Dental Association. 4th edition of previous editions of James B. Mann 
and Henry M. Goldman. American Registry of Pathology, National Research Council, 
Army Institute of Pathology, Washington, D. C., 1948. p. 166. 

(5) Thoma, K. H.: Oral Pathology. 2d edition. C. V. Mosby Co., St. Louis, Mo., 1944. 


p. 1073. 
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BOOK REVIEWS 


Roentgen, Radium and Radioisotope Therapy, by A. J. Delario, M. D., Member 
of the American College of Radiology; American Board of Radiology; 
Radiological Society of North America; Head of Therapeutic Radiology, 
St. Joseph Hospital, Paterson, N. J. 371 pages; illustrated. Lea & 
Febiger, Philadelphia, Pa., publishers, 1953. Price $7.50. 


This well-written and greatly condensed collection of basic 
factual radiologic knowledge shows extremely modern thinking 
and writing. Sections are devoted to high energy units, the atomic 
bomb, rotation therapy, radium and x-ray dosage, and radioiso- 
topes, including dosage measurement. The author maintains the 
physician’s viewpoint with regards to biologic effect and physi- 
cal factors in radiologic therapy. The book will appeal to those 
in different levels of training, thus demonstrating the author’s 
ability as a teacher.—Comdr. S. F. Williams, MC, USN 


Synovial Fluid Changes in Joint Disease, by Marian W. Ropes, M. D., Asso- 
ciate Physician, Massachusetts General Hospital; Assistant Clinical 
Professor of Medicine, Harvard Medical School, and Walter Bauer, 
M. D., Chief of Medical Services, Massachusetts General Hospital; 
Jackson Professor of Clinical Medicine and Director of Robert W. 
Lovett Memorial Foundation for the Study of Crippling Disease, Har- 
vard Medical School. 150 pages; illustrated. Harvard University Press, 
Cambridge, Mass., 1953. Price $4. 


This book deals first with data on synovial fluid from normal 
joints and the methods of aspiration and examination of such 
fluid. Next follows a detailed discussion of variations of syn- 
ovial fluids in disease. The permeability of synovial tissue to 
various antibiotics, electrolytes, nonelectrolytes, lipids, and 
enzymes is commented on. The biochemical changes in synovial 
fluids in many diseases, including those involving joints pri- 
marily and those causing arthritis as part of constitutional dis- 
ease, are discussed at length. Most joint diseases are covered 
in this treatise in a painstaking manner. Numerous explanatory 
figures and tables and an excellent bibliography are given. Some 
authorities would question the author’s enthusiasm for aspirating 
blood from hemophilic joints even after blood transfusions have 
restored the clotting time to normal. Repeated daily aspirations 
of joints in arthropathies not susceptible to specific therapy 
would appear to be rather vigorous therapy. This book should 
be of great value as a reference to those engaged in research 
studies in this field. Clinicians should also find it useful. 
—Lt. Col. B. A. Nichol, MC, USA 
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CONGENITAL PITS ON THE 
VERMILION PORTION OF THE 
LOWER LIP 


GEORGE W. WADE, Lieutenant, junior grade, DC, USNR (1) 


ONGENITAL fistula of the lip is a rare deformity seen more 

commonly in the lower than in the upper lip. It may be as- 

sociated with other malformations such as harelip, cleft 
palate, or clubfoot. Treatment is seldom necessary, but if the 
appearance is objectionable or there are annoying secretions it 
is possible to remove the fistula by electrocoagulation or com- 
plete surgical excision. 


Ludy and Shirazy (2) reviewed the few cases reported prior to 
1938 and listed a comprehensive bibliography. 





Figure 1. 


CASE REPORT 


A 19-year-old Navy recruit on routine dental examinations was 
found to have 2 large nonsecreting pits on the vermilion portion 
of his lower lip. Neither his parents nor his 12-year-old sister 
had a similar condition. The pits were symmetrically located one 





(1) U. S. Naval Training Center, Great Lakes, Ill. 

(2) Ludy, J. B., and Shirazy, E.: Concerning congenital fistulae of lips; their mooted 
significance; review of literature; and report of family with congenital fistulae of lower 
lip. In Piersol, G. M. (editor): The New International Clinics, Vol. III, New Series 1 
(old 48th). J. B. Lippincott Co., Philadelphia, Pa., Sept. 1938. pp. 75-88. 
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on each side of the midline (fig. 1). They were elliptically shaped. 
The one on the right had a mesiodistal diameter of 10 mm. and a 
depth of 4.5 mm.; the one on the left had a diameter of 7 mm. and 
a depth of 3.5 mm. No communications of any kind were found. 
There was no secretion or history of secretion from these pits. 
The patient had no other apparent congenital anomaly. 


The patient wished to have these pits removed because of the 
enlargement of his lower lip. Under 2 percent procaine anes- 
thesia an incision was made with scalpel to the depth of each pit 
and each was removed in toto with a small amount of the normal 
adjacent tissue. The lips of the wounds were undermined slightly 
and the tissue brought together and held with interrupted sutures. 
Terramycin paste and tincture of benzoin were applied. On the 
first postoperative day the patient was given cacao butter to 
lubricate the area. Healing was uneventful, all sutures were re- 
moved on the fifth day, and the patient was returned to full duty. 


Comment. No hereditary background was apparent in this case. 
Examination revealed no other congenital deformity. There was no 
history of a mucous secretion from these pits. Surgical removal 
was made at the request of the patient, for cosmetic reasons only. 


BOOK REVIEW 





The Pharynx, Basic Aspects and Clinical Problems, edited by Abraham R. 
Hollender, M. D., F. A. C. S., Professor of Otolaryngology, Emeritus, 
University of Illinois College of Medicine; Attending Otolaryngologist 
and Chairman of the Service, Mount Sinai Hospital of Greater Miami; 
Consulting Otolaryngologist, Variety Children’s Hospital, Miami, and 
St. Francis Hospital, Miami Beach, Fla. 560 pages; illustrated. The 
Year Book Publishers, Inc., Chicago, IIl., publishers, 1953. Price $15. 


Dr. Hollender and a well-qualified group of collaborators have 
presented the medical profession with an outstanding treatise to 
each division of which the editor has given a comprehensive and 
valuable analysis. This gives the book an individual touch fre- 
quently lacking in present-day compilations. All phases of 
pharyngeal disease, as well as the anatomy and physiology of the 
tissues concerned, are discussed. This book is up to date and 
the latest technics of therapy and surgical management are 
described. “The Pharynx” is recommended as a text and reference 
book to all physicians who have occasion to diagnose or treat 
lesions or diseases of this area. All otolaryngologists and 
pediatricians should benefit by perusal of this work and the 
general practitioner should find it invaluable as a reference 
manual.—Capt. D. A. Howie, MC, USN 
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SURGICAL MANAGEMENT OF 
PERITONSILLAR ABSCESS 


BENJAMIN L. HARRISON, First Lieutenant, USAF (MC) (1) 


HE surgical management of peritonsillar abscess often 
taxes the diagnostic and therapeutic ability of the laryng- 
ologist as well as of the general practitioner (2). A brief 
review of the important etiologic and diagnostic factors in this 
condition and a technic to facilitate its recognition is here pre- 


sented (3-5). 


Symptoms and signs. The temperature is variable, ranging 
from 99° F, to 103° F, Pain may be excruciating, and may be 
referred to any part of the neck on the same side and to the ear. 
The pharynx presents a unilateral tonsillar and peritonsillar 
swelling which tends to push the uvula to the opposite side. 
The mucosa may vary in color from bright orange red to a cya- 
notic blush. Trismus is usually present and the mouth cannot 
be opened more than 1 or 2 cm. A tongue blade on end can often 
be inserted between the teeth to increase the aperture. Dys- 
phagia may be so severe that saliva drools from the mouth. 


Fetor oris is usually present. 


Diagnosis. Trismus makes it difficult to determine when an 
abscess is ready for incision because it prevents palpation, 
although palpation, even by an experienced laryngologist, is 
often misleading. The proper time for incision is frequently 
missed, leading to: (1) thrombosis of the internal jugular vein, 
edema of the larynx, pharyngomaxillary abscess, vascular erosion 
with hemorrhage, or, (2) spontaneous rupture of the abscess, 
usually at a site which will soon close off, or (3) premature 
incision. 

Antibiotics and prompt local management account for the in- 
frequency of complications (6, 7). When an abscess ruptures 


(1) U. S. Air Force Hospital, Barksdale Air Force Base, La. 

(2) Racine, W.: De la nécessité d’ouvrir les phlegmons periamygdaliens. Rev. med 
de la Suisse Rom. 60: 770-777, Aug. 25, 1940. 

(3) Iglauer, S.: Anatomic-pathologic studies of retropharyngeal (peripharyngeal) 
abscess. Arch. Otolaryng. 33: 31-44, Jan. 1941. 

(4) Schenck, H. P.: Symposium on infectious diseases; acute infections of fauces 
and pharynx. M. Clin. North America 34: 1621-1635, Nov. 1950. 

(5) Shiraishi, S.: Ein interessanter Fall von Peritonsillarabszess bei einem Saugling. 


Oto-rhino-laryng. 14: 407, June 1941. 
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spontaneously, reoccurrence is frequent. A premature incision 
is painful, and may lead to an extension of the infection. 


Management. The anterior surface of the tonsil involved is 
sprayed with a 20 percent solution of cocaine. A 2-inch, large- 
bore needle (No. 19 or lower) on a tuberculin type of syringe is 
inserted into the swelling in an attempt to aspirate its contents. 
If liquid pus is obtained, the abscess is ready for incision. If 
no pus is obtained, from several points, incision is contraindi- 
cated. The trauma caused by the needle and the pain suffered 
by the patient is minimal. 


When the peritonsillar mass is fiuctuant and liquid pus is 
obtained with the syringe, incision and drainage is indicated, 
The site of the incision is the area where pus was found when 
the syringe was used. Thorough evacuation of the pus can be 
accomplished by insertion of an ordinary metal suction tip into 
the incision. Under direct vision the extent of the abscess cavity 
can be determined. In searching for pus, the needle should be 
directed backward and laterally. A penetrating exploration must 
be avoided because of the vital structures lying posterolaterally 
to the tonsillar capsule. 


CASE REPORTS 


Case 1. A 24-year-old woman was first seen on 30 December 
1952 because of sore throat and pain in her left ear of 24 hours’ 
duration. A diagnosis of peritonsillar abscess was made. She 
was given penicillin and advised to use hot irrigations. Trismus 
was marked on the following day and an incision and drainage 
was attempted. She was well until 7 February 1953 when she 
reported for an examination that revealed a left peritonsillar 
swelling. Exploration with a No. 19 bore needle failed to yield 
pus but there was a sensation of fluctuation. Moderate trismus 
developed on 9 January and 1.5 cc. of foul-smelling pus was 
obtained on exploration. Incision and drainage of the abscess 
was performed and the cavity was sucked dry and packed with 
iodoform gauze. Recovery was uneventful, and tonsillectomy was 
performed about 4 weeks later. 


Case 2. A 19-year-old man reported at sick call on 4 January 
1953 complaining of sore throat and inability to swallow or open 
his mouth. Examination revealed marked trismus, drooling of 
saliva, a moderate right peritonsillar swelling, and a fetid odor 





(6) Capus, B.: Peritonsillitis and peritonsillar abscess, with special reference to 
treatment with sulfonamide compounds. Arch. Otolaryng. 38: 210-224, Sept. 1943. 
(7) Nelson, H. G., et al.: Studies on rheumatic fever; observations on tonsillar car- 
riers of hemolytic streptococci; effect of tonsillectomy and administration of peni- 
cillin on rheumatic and nonrheumatic fever patients. J. Infect. Dis. 83: 138-146, Sept- 
Oct. 1948, 
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to breath. The mouth was slowly pried open until a tuberculin 
syringe carrying a 2-inch, No. 19 needle could be introduced, 
but no pus was found. Penicillin was prescribed, and the pro- 
cedure was repeated on 5 and 6 January with the same results. 
One-half cubic centimeter of pus was obtained by aspiration on 
7 January, and incision and drainage was performed. The dys- 
phagia disappeared at once and the trismus was partially re- 
lieved. The patient made an unremarkable recovery. 





BOOK REVIEWS 


The Metabolism of Protein Constituents in the Mammalian Body, by S. J. Bach. 
272 pages. Oxford University Press, New York, N. Y., publishers, 
1952. Price $9.25. 


The author has achieveda monumental treatment of the metab- 
olism of a carefully selected group of amino acids (glycine, 
serine, threonine, valine, leucine, isoleucine, cysteine, cys- 
tine, and methionine). Unity of purpose of the volume is in- 
herent in the diversity and the complexity of the metabolism of 
each of the amino acids chosen for major consideration. Alanine 
is not omitted, but the space accorded to it is very brief. This 
is consistent with the comparatively simple metabolism of that 
compound, Each of the remaining amino acids mentioned is 
dealt with exhaustively. It is projected that additional protein 
constituents will be considered in a forthcoming volume. 


The reader emerges with a detailed view of the metabolic 
complications associated with the presence of specific chemi- 
cal configurations within the amino acid molecule. This applies 
to the hydroxy group (serine), sulfur (cystine), the methylated 
thiol group (methionine), and branched carbon chains (the leu- 
cines and valine). The participation of glycine in the synthesis 
of the porphyrins, uric acid, glutathione, and bile acids has led 
the author to include a wealth of physiologic information con- 
cerning these latter compounds. Similarly, data concerning the 
methyl group of methionine is expanded to include a detailed dis- 
cussion of the phenomenon of transmethylation, the biosynthesis 
of the methyl group, the nutritive aspects of labile methyl groups, 
and the site of transmethylation within the organism. The au- 
thor’s treatment of the physiologic and pathologic significance 
of transmethylation includes an extended discussion of the 
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compounds exhibiting lipotropic activity. It is this character 
of additional information which extends the value of the book 
beyond the realm of the protein chemist into the range of in- 
terests of the physiologic chemist and the clinician. 

—Lt. Col. T. J. Domanski, USAF (MSC) 


J. Meller Ophthalmic Surgery, A Handbook of Surgical Operations on the 
Eyeball and Its Appendages. 6th edition. Revised and enlarged by 
Professor Dr. J. Bock, with a Supplement by K. Kofler. Translated and 
edited by Ray K. Daily, M. D., F. A. C. S., and Louis Daily, Jr., 
B. S., M. D., Ph. D. (Ophth.), F. A. C. S. 529 pages; illustrated. The 
Blakiston Co., New York, N. Y., publishers, 1953. Price $12. 


Unfortunately this text has not been brought up to date. It 
contains much of the wisdom of the original author and has many 
timely suggestions for an ophthalmic surgeon whether he be a 
novice or a man of much experience. In chapter 1 there is an 
illustration showing the use of Weber’s knife to incise the lower 
canaliculus. This procedure is obsolete and should not be men- 
tioned in modern textbooks. The section on lacrimal-duct and 
larcimal-sac surgery is somewhat confusing because of the 
numerous procedures mentioned and a failure to describe the 
advantages and disadvantages of each. The section on surgery 
of the extraocular muscles is particularly poor and inferior to 
the texts which are available in this country. Again mention 
is made of free tenotomy of the medial rectus muscle. This 
procedure should be discarded. The section in which the Kroénlein 
operation is discussed is particularly poor. A much better saw 
than the old handsaw and wire saw illustrated in this text is 
now available. There is also a better approach as was shown 
some time ago by Reese. In the section on cataract extrac- 
tion it is hard to understand why space was wasted in the dis- 
cussion of how to remove a cataract with finger pressure. Another 
section states that when there is a prolapse of the vitreous 
no attempt should be made to reposit the iris. 1 inferred from 
this that the lids are to be closed and the eye is to be left 
to its own devices. This advice was acceptable when preplaced 
sutures were not used. I believe that much can be done in pre- 
venting serious complications following prolapse of the vitre- 
ous after firmly embedded sutures have been tied. The chapter 
on operations for ptosis is confusing and lists many opera- 
tions which work poorly in trained hands and disastrously in 
the hands of those who operate only occasionally. 

—Col. M. J. Reeh, USAFR (MC ) 
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A NEARLY FATAL REACTION TO 
SULFOBROMOPHTHALEIN® 


JOSEPH M. DiCAPRIO, First Lieutenant, MC, USAR 
PHILIP TROEN, Captain, MC, USAR 


HE sulfobromophthalein test provides accurate and useful 

information regarding hepatic function and is widely used. 

Reports of severe reactions to this dye are rare (2, 3). 
This case report of a nearly fatal reaction should, therefore, be 
of interest. 


CASE REPORT 


A 33-year-old man entered this hospital on 14 January 1952. 
His history, physical examination, and laboratory findings were 
all compatible with a diagnosis of infectious hepatitis. His 
general condition was good. A sulfobromophthalein test was 
performed to provide an index of the degree of impairment of his 
liver function. The patient weighed 169 pounds and was of aver- 
age build. He was given 7.7 cc. (5 mg. per kilogram of body 
weight) of a 5 percent solution of sulfobromophthalein intra- 
venously. The full amount was given in about 45 seconds. Just 
as the needle was withdrawn from the vein, the patient became 
very pale, lost consciousness, developed obstructed breathing, 
and had several clonic convulsive movements of his head. There 
was no cyanosis. The entire episode lasted about 1 minute. 
Treatment with oxygen was immediately started. When the patient 
regained consciousness, he was able to speak lucidly. He acted 
as if he had just been aroused from a deep sleep. He had no 
recollection of what had happened but felt weak and dizzy. His 
pulse was strong and regular with a rate of 44. His blood pres- 
sure was 110/70. His respirations were irregular and usually 
quite deep with a rate of about 7. His lungs were clear. His 
heart sounds were of good quality. He had a left lower facial 
paresis. A Babinski sign was present on the left. His abdominal 
and cremasteric reflexes were absent. His ankle jerks were bi- 
laterally hyperactive. Four hours later, he felt much improved 
and his pulse rate was 100; his blood pressure was 90/60; his 


(1) From the U. S. Army Hospita!, Kobe, Japan. 

(2) Council on Pharmacy and Chemistry of the American Medical Association: New and 
Nonofficial Remedies, 1947. J. B. Lippincott Co., Philadelphia, Pa., 1947. p. 315. 

(3) Chambers, W. N., and Moister, F. C.: Bromosulphalein reaction. Am. J. Med. 5: 
308-310, Aug. 1948. 
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respiratory rate was 10 per minute but still irregular. Oxygen 
therapy was continued and shock blocks were used. An ECG was 
normal, During the next 6 hours, his pulse, blood pressure, and 
respiration returned to normal and therapy was discontinued. 
Twenty-four hours after the episode, he felt well except for 
weakness, but an absent gag reflex and minimal left lower facial 
paresis persisted. On the following day he was asymptomatic. At 
no time did he develop urticaria, fever, or chills. There was no 
allergic background. He had never previously received sulfo- 
bromophthalein. Injections from the same lot of dye had been 
given to other patients without ill effect. The patient’s recovery 
from the ‘infectious hepatitis was otherwise uneventful. Two 
months later his gag reflex was still absent and minimal left 
lower facial weakness was detectable. He stated that since his 
hospitalization he was frequently awakened from his sleep at 
night by an accumulation of secretions in his throat. 


DISCUSSION 


Although sulfobromophthalein is generally regarded as a fairly 
innocuous agent, from the above account and other reports (3-6) 
it is apparent that its use may be attended by serious consequen- 
ces. The presence of an allergic history is not necessary. As a 
practical solution to the problem, we repeat the suggestion of 
others (3, 6).that the dye be administered slowly. Less than 1 
cc. of a 5 percent solution should be given slowly and the patierit 
observed for about 3 minutes for any untoward reaction. If there 
is none, the remainder of the dose may be given slowly. It is 
hoped that this procedure will at least reduce the severity of a 
reaction. 

" (4) Morey, G.; Gabuzda, G. J.; and Scudamore, H. H.: Sensitization to bromsulphalein 
(phe noltetrabromphthalein-disodium sulfonate), Gastroenterology 13: 246-249, Sept. 


1949. 
(5) Roth, J. L. A.: Anaphylactoid reaction to sulfobromophthalein sodium, J. A. M. A. 
143: 802-803, July 1, 1950. 
(6) de Andino, A. M., Jr., and McKeown, J. J., Jr.: Unusual toxic reaction to brom- 
sulphalein, Ann, Int. Med. 34: 1265-1269, May 1951. 















TRIPELENNAMINE IN VARICELLA 


ROBERT B, KALMANSOHN, First Lieutenant, MC, USA (1) 


1553, this diagnosis has offered little difficulty to the 

average physician. Because of its relative innocuous nature, 
however, the disease has elicited little interest from the therapeu- 
tic standpoint. As a result, the tendency has been to prescribe 
a soothing lotion which has given varying degrees of symptomatic 
relief, 


S os the original description of varicella by Ingrassia in 


In the past 2 years, we have treated many adult male soldiers 
with varicella and have been impressed with the degree of their 
discomfort. We have employed conventional medications locally, 
including calamine lotion, menthol, phenol, antihistaminics, and 
various combinations of these drugs, without consistent anti- 
pruritic results. For that reason we have recently tried from 50 to 
100 mg. of tripelennamine citrate by mouth q. i. d. on about 15 
patients, and have been impressed with the rapid and complete 
relief from itching obtained in every case. With proper spacing 
of the dosage, relief has been complete around the clock in all 
stages of the disease. No attempt was made to evaluate the ef- 
fect of this antihistaminic on the course of the disease because 
of the variable natural course. 


(1) U. S. Army Hospital, Fort Belvoir, Va. 


Dental Note 


Control of Setting Time for Zinc Oxide-Eugenol Paste 


found that the zinc oxide-eugenol impressions set either 

too fast or too slowly. It has been found that water in 
minute amount (1 or 2 drops) is a powerful hastener for the set- 
ting time and glycerin (3 to 6 drops) is a retarder for the setting 
time. The water or glycerin should be added to the rosin-eugenol 
containing (dark) part of the paste, and mixed thoroughly before 
the zinc oxide (light) part of the paste is added. Such a pro- 
cedure insures a homogeneous distribution of the additive. The 
exact amount of water (1 or 2 drops) or glycerin (3 to 6 drops) 
to be added should be determined by trial. 


D*. to climatic and other conditions, occasionally it is 
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BOOK REVIEW 





Familial Nonreaginic Food-Allergy, by Arthur F. Coca, M. D., Oradell, N. J., 
with contributions by Conrad Berens, M. D., New York, N. Y.; Edith 
L. Cumming, Valley Cottage, N. Y.; Louis J. Girard, M. D., New York, 
N. Y.; Leonard S, Green, L. L. B., New York, N. Y.; Alan Jobnston, 
M. D., Plainfield, Ind.; Arthur P. Locke, Ph. D., New Brunswick, N. J.; 
Milo G. Meyer, M. D., Michigan City, Ind.; M. Murray Peshkin, M. D., 
New York, N. Y.; and Sumner Price, M. D., Honolulu, T. H. 3d edition. 
279 pages; illustrated. Charles C Thomas, Publisher, Springfield, Il., 
1953. Price $10.50. 

This text deals with a new concept of allergic disease. It is 
based on the assumption that 80 percent or more of the population 
is suffering from clinical allergies of a nonreaginic type. The 
author states that this condition is hereditary, of lethal character, 
and can be detected only through the observations of the effect 
of substances on the pulse rate. The principal symptoms at- 
tributed to this form of allergy are hives, headaches, heartburn, 
indigestion, canker sores in the mouth, dizziness, constipation, 
nervousness, neuralgia, chronic rhinitis, abnormal tiredness, 
hay fever, asthma, and hemorrhoids. He also states that such con- 
ditions as hypertension, epilepsy, irritable colon, peptic ulcer, 
ulcerative colitis, retinal angiopathies, paroxysmal tachycardia, 
angina pectoris, emotional instability and depression, multiple 
sclerosis, hemorrhoids, pruritus ani and vulva, myalgias, and 
glaucoma may be caused by this condition. 


In the past, the concepts presented in this book have not met 
with support from the medical profession. The number of patients 
studied by the author are relatively few and his results are nothing 
short of miraculous. The material is presented in a rather dogmatic 
and uncompromising fashion, leading the reader to believe that 
most medical diseases can be controlled by the technics outlined 
in the book. Caution should be exercised in adopting concepts so 
radical as those presented until further confirmation of their work 
is demonstrated through scientific investigation. 

—Lt. Col. A. J. Berger, MC, USA 
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BOOKS RECEIVED 


Encyclopedia of Aberrations, A Psychiatric Handbook, edited by Edward 


Podolsky, M. D., State University of New York Medical College. With a 
Foreword by Alexandra Adler, M. D., New York University College of 
Medicine. 550 pages; illustrated. Philosophical Library, New York, 
N. Y., publishers, 1953. Price $10. 


Psychiatric Treatment, Proceedings of the Association, December 14 and 15, 


1951, New York, N. Y. With 49 illustrations and 62 tables. Research 
Publications. Association for Research in Nervous and Mental Disease. 
World List Abbreviations: Res. Publ. Ass. nerv. ment. Dis. Volume 
XXXI. Editorial Committee: S$. Bernard Wortis, M. D., Chairman; Morris 
Herman, M. D.; and Clarence C. Hare, M. D. 451 pages; illustrated. 
The Williams and Wilkins Co., Baltimore, Md., publishers, 1953. 
Price $9. 


Méniére’s Disease, by Henry L. Williams, M. D., Me. S. in Otol., Head of 


Section of Otolaryngology and Rhinology, Mayo Clinic; Professor 
of Otolaryngology and Rhinology, Mayo Foundation; Graduate School 
of University of Minnesota, Rochester, Minnesota. American Lecture 
Series, Publication Number 129, A Monograph in the Bannerstone 
Division of American Lectures in Otolaryngology, Audiology and 
Broncho-Esophagology. Edited by Norton Canfield, M. D., Associate 
Clinical Professor of Otolaryngology, Yale University School of Medi- 
cine, New Haven, Conn. 349 pages; illustrated. Charles C Thomas, 
Publisher, Springfield, Ill., 1952. Price $7. 


Comroe’s Arthritis and Allied Conditions, edited by Joseph Lee Hollander, 


M. D., and collaborating editors Nathan R. Abrams, M. D.; Victor G. 
Balboni, M. D.; Edward W. Boland, M. D.; Ralph H. Boots, M. D.; 
Morris A. Bowie, M. D.; Howard C. Coggeshall, M. D.; Richard H. 
Freyberg, M. D.; Wallace Graham, M. D.; W. Paul Holbrook, M. D.; 
Jobn G. Kubns, M. D.; John Lansbury, M. D.; Theodore A. Potter, M. D.; 
Charles Ragan, M. D.; Edward F. Rosenberg, M. D.; Charley J. Smyth, 
M. D.; Philip D. Wilson, M. D.; and Philip D. Wilson, Jr., Me D. Com- 
pletely Revised and Rewritten. 5th edition. 1,103 pages; 399 illus- 
trations. Lea & Febiger, Philadelphia, Pa., publishers, 1953. 


From the Workshop of Discoveries, by Otto Loewi, Research Professor of 


Pharmacology, New York University College of Medicine. Porter Lec- 
tures, Series 19, 62 pages. University of Kansas Press, Lawrence, 
Kans., publishers, 1953. Price $2. 


Clinical Endocrinology, Volumes I and Il, ty Lewis M. Hurxthal, M. D., 


F. A. C. P., Head of the Department of Internal Medicine, Lahey 
Clinic, Boston; Physician, New England Baptist and New England 
Deaconess Hospitals, Boston, and Natalija Musulin, B. S., Me. D., 
Staff of Cooper Hospital, Camden, N. J. Volume I, 749 pages; Volume II, 
850 pages. 482 figures, 146 charts, 1 color plate. J. B. Lippincott 
Co., Philadelphia, Pa., publishers, 1953. 


939 





Problems in Dental Local Anesthesia, by Mendel Nevin, D. D. S., Former 
Oral Surgeon, Greenpoint Hospital; Former Oral Surgeon, Hospital for 
Deformities and Joint Diseases; Consultant Anesthetist, Ocean Hill 
Memorial Hospital; Past President, Kings County Dental Society; 
Author, “Conduction Infiltration and General Anesthesia In Dentist- 
ry”; Editor, “Modern Dentistry.” This volume was prepared from origi- 
nal material compiled by Dr. Mendel Nevin, which was revised and 
edited after his death by Hillard R. Nevin, D. D. S. 760 pages; illus- 
trated. Dental Items of Interest Publishing Co., Inc., Brooklyn, N. Y., 
publishers, 1952. 


Progress in Clinical Psychology, Volume I (Section 1), edited by Daniel 
Brower, Ph. D., and Lawrence E. Abt, Ph. D. 328 pages. Grune & 
Stratton, New York, N. Y., publishers, 1952. Price $5.75. 


Progress in Clinical Psychology, Volume I (Section 2), edited by Daniel 
Brower, Ph. D., and Lawrence E. Abt, Ph. D. 235 pages. Grune & 
Stratton, New York, N. Y., publishers, 1952. Price $5. 


Principles and Technique of Exodontia, by Frank Wendell Rounds, A. Bz, 
D. D. S., Sc. D. (Hon.), Late Dental Surgeon to Brooks Hospital; 
Courtesy Staff, Phillips House, Massachusetts General Hospital; 
Diplomate, American Board of Oral Surgeons; Past President of the 
American Society of Oral Surgeons and of the American Academy of 
Dental Science; Formerly Professor of Oral Surgery and Anesthesia, 
Louisville College of Dentistry, and Charles Elder Rounds, A. B., 
D. M. D., Assistant Dental Surgeon, Massachusetts General Hos- 
pital; Visiting Instructor in Oral Surgery, Tufts Dental School. 407 
pages; illustrated. The C. V. Mosby Co., St. Louis, Mo., publishers, 
1953. Price $10. 


Pathology of the Heart, edited by S. E. Gould, M. D., D. Sc., Clinical Pro- 
fessor of Pathology, Wayne University College of Medicine, Detroit, 
Mich.; Pathologist, Wayne County General Hospital, Eloise, Mich.; 
Consultant in Pathology, Veterans Administration Hospital, Dearborn, 
Mich.; Editor, American Journal of Clinical Pathology. 1,023 pages; 
illustrated. Charles C Thomas, Publisher, Springfield, Ill., 1953. 
Price $25.50. 


History of Anesthesia, with emphasis on the nurse specialist, by Virginia S. 
Thatcher, Editor, American Association of Nurse Anesthetist Publi- 
cations. 289 pages; illustrated. J. B. Lippincott Co., publishers, 
Philadelphia, Pa., 1953. 


Diagnostic Tests in Neurology, A Selection for Office Use, by Robert Warten- 
berg, M. D. Forewords by Sir Gordon Holmes, M. D., Fe Re Se, and 
Stanley Truman, M. D. 228 pages; illustrated. The Year Book Pub- 
lishers, Inc., Chicago, Ill., publishers, 1953. Price $4.50. 


The Riddle of Cancer, by Charles Oberling, M. D., translated by William H. 
Woglom, M. D. Revised edition. 238 pages. Yale University Press, 
New Haven, Conn., publishers, 1952. Price $5. 


The Founders of Neurology, One Hundred and Thirty-Three Biographical 
Sketches. Prepared for the Fourth International Neurological Congress 
in Paris, by 84 authors. Edited by Webb Haymaker, M. D., Chief, Neuro- 
pathology Section, Armed Forces Institute of Pathology, Washington, 
D. C. With the bibliographical and editorial assistance of Karl A. Baer, 
Bibliographer, Army Medical Library, Washington, D. C. 479 pages; 
illustrated. Charles C Thomas, Publisher, Springfield, Ill., 1953. 
Price $10.50. 


How to Be Healthy in Hot Climates, by Eleanor T. Calverley, M. D., 2d edition. 
286 pages. Thomas Y. Crowell Co., New York, N. Y., publishers, 1953. 


Price $3.50. 
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The Psychopathic Delinquent and Criminal, by George N. Thompson, M. D., 


F. A. C. P., Associate Clinical Professor of Neurology and Psychia- 
try, Scnool of Medicine, University of Southern California, Los Angeles, 
Calif.; Formerly, Chief of Psychiatric Service, Los Angeles County 
General Hospital; Psychiatric Consultant, Department of Corrections, 
State of California; Fellow of the American Psychiatric Association; 
Fellow of the American Academy of Neurology. 157 pages; illustrated. 
Charles C Thomas, Publisher, Springfield, Ul., 1953. 


The 1952 Year Book of Dermatology and Syphilology (December 1951-Novem- 


ber 1952), edited by Marion B. Sulzberger, M. D., Professor and Chair- 
man, Department of Dermatology and Syphilology, New York University 
Post-Graduate Medical School; Director of Dermatology and Syphil- 
ology, Skin and Cancer Unit and University Hospital, New York Uni- 
versity-Bellevue Medical Center, and Rudolf L. Baer, M. D., Asso- 
ciate Professor of Clinical Dermatology and Syphilology, New York 
University Post-Graduate Medical School; Associate Director, Skin 
and Cancer Unit, and Attending Dermatologist, New York University 
Hospital. 444 pages; illustrated. The Year Book Publishers, Inc., 
Chicago, IIl., publishers, 1953. Price $6. 


Functional Disorders of the Foot, Diagnosis and Treatment, by Frank D. 


Dickson, M. D., F. A. C. S., Clinical Professor of Surgery, University 
of Kansas School of Medicine; Orthopedic Surgeon, St. Luke’s, Kansas 
City General, and Wheatley Hospitals, Kansas City, Mo., and Provi- 
dence Hospital, Kansas City, Kan., and Rex L. Diveley, A. B., Me D., 
F. A. C. S., Assistant Professor Orthopedic Surgery, University of 
Kansas School of Medicine; Chief Orthopedic Consultant, Veterans 
Administration, Washington, D. C.; Chief Orthopedic Surgeon, Kansas 
City General Hospital; Orthopedic Surgeon, St. Luke’s and Wheatley 
Hospitals, Kansas City, Mo., and Providence Hospital, Kansas City, 
Kan. 205 figure numbers. 3d edition. 345 pages; illustrated. J. B. 
Lippincott Co., Philadelphia, Pa., publishers, 1953. 


Hypersplenism, A Clinical Evaluation, by Cyrus C. Sturgis, M. D., Chairman 


of the Department of Internal Medicine, Professor of Internal Medicine 
and Director of the Thomas Henry Simpson Memorial Institute for Medical 
Research, University of Michigan. The Beaumont Lecture, Wayne County 
Medical Society, January 21, 1952. American Lecture Series, Publication 
Number 175, A Monograph in American Lectures in Medicine. 97 pages; 
illustrated. Charles C Thomas, Publisher, Springfield, Ill., 1953. Price 


$3.25. 


Immunity, Hypersensitivity, Serology, by Sidney Raffel, Sc. D., M. D., Professor 


of Bacteriology, Department of Bacteriology and Experimental Pathology, 
Stanford University School of Medicine. 531 pages; illustrated. Appleton- 
Century-Crofts, Inc., New York, N. Y., publishers, 1953. 


Renal Cortical Necrosis and the Kidney of Concealed Accidental Haemorrhage, 


by H. L. Sheeban, D. Sc., M. D., F. R. C. P., F. Re C. O. G., and H. C. 
Moore, M. D., Department of Pathology, University of Liverpool, England. 
American Lecture Series, Publication Number 167, A Monograph in The 
Bannerstone Division of American Lectures in Circulation. Edited by 
Irvine H. Page, M. D., Cleveland Clinic, Cleveland, Ohio, and A. C. 
Corcoran, M. D., Cleveland Clinic, Cleveland, Ohio. 186 pages; illus- 
trated. Charles C Thomas, Publisher, Springfield, Iil., 1953. Price $7.75. 


Operative Gynecology, by Richard W. TeLinde, Professor of Gynecology, 


Johns Hopkins University and Chief Gynecologist, Johns Hopkins 
Hospital. 2d edition. 902 pages; illustrated. J. B. Lippincott Co., 
Philadelphia, Pa., publishers, 1953. Price $20. 




















A Short Practice of Surgery, by Hamilton Bailey, F. R. C. S. (Eng.), F. A. 
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Cc. S., F. I. C. S., F. R. S. E., Emeritus Surgeon, Royal Northern 
Hospital, London; Senior Surgeon, St. Vincent’s Clinic and the Italian 
Hospital; Formerly External Examiner in Surgery, University of Bristol, 
and R. J. McNeill Love, M. S. (Lond.), F. R. C. S. (Eng.), F. A. C. S., 
F. I. C. S., Surgeon, Royal Northern, Mildmay Mission, and Metropolitan 
Hospitals; Consulting Surgeon, City of London Maternity Hospital; 
Consulting Surgeon, Potter’s Bar Hospital; Associate for General 
Surgery, West End Hospital for Nervous Diseases; Member of Council 
and Court of Examiners, Erasmus Wilson Demonstrator, and Hunterian 
Professor, Royal College of Surgeons. Pathological Illustrations by 
L. C. D. Hermitte, M. B., Ch. B. (Edin.), Pathologist, Royal Infirmary, 
Sheffield. 9th edition (65th thousand); with 1,234 illustrations of 
which 272 are colored. 1,254 pages; illustrated. The Williams & Wilkins 
Co., Baltimore, Md., publishers, 1953. Price $12.50. 


The Grassi Block Substitution Test for Measuring Organic Brain Pathology, 


by Joseph R. Grassi, A. B., M. A., Director of Clinical Psychology, 
Assistant Professor of Clinical Psychology, Bowman Gray School of 
Medicine, Wake Forest College, Winston-Salem, N. C. American Lecture 
Series, Publication Number 149, A Monograph in American Lectures In 
Psychology, edited by Molly Harrower, Ph. D., Research and Consulting 
Psychologist, New York, N. Y. 75 pages; illustrated. Charles C Thomas, 
Publisher, Springfield, Ill., 1953. Price $3. 


Modern Treatment, A Guide for General Practice, by 53 authors. Edited by 


Austin Smith, M. D., Editor of the Journal of the American Medical 
Association, and Paul L. Wermer, M. D., Secretary, Committee on 
Research, American Medical Association. 1,146 pages; illustrated. 
Paul B. Hoeber, Inc., New York, N. Y., publishers, 1953. Price $20. 
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BOOK REVIEWS 


Liver Injury, Transactions of the Eleventh Conference, April 30 and May l, 
1952, New York, N. Y., edited by F. W. Hoffbauer, M. D., Associate 
Professor, Department of Medicine, University of Minnesota Hos- 
pitals, Minneapolis, Minn. Sponsored by the Josiah Macy, Jr. Foundation, 
New York, N. Y. Printed by Corlies, Macy & Co., Inc., New York, N. Y., 
1953. Price $4. 


This comprehensive and instructive book deals with infective 
hepatitis, enzyme activity in the human liver, morphology of the 
liver, the mechanism of biliary excretion in mammals, and hepatic 
histochemistry. It is intended primarily for participants in medical 
research but is also of interest and value to the internist and to 
the gastroenterologist. A few of the sections that were of special 
interest to me were the discussions of allergic manifestations as- 
sociated with infective hepatitis, the study of immunity in infec- 
tive hepatitis in relation to gamma globulin, and the discussion 
of the development of cirrhosis of the liver. This book includes 
several excellent colored as well as black and white figures. 

—Col. U. R. Merikangas, MC, USA 


An Atlas of Skull Roentgenograms, by Bernard S. Epstein, M. D., Associate 
Radiologist, The Jewish Hospital of Brooklyn, Brooklyn, N. Y., and 
Leo M. Davidoff, M. D., Neurosurgeon, to the Mount Sinai Hospital, 
New York, N. Y., and Director of Neurological Surgery, the Beth 
Israel Hospital, New York, N. Y. 415 pages; illustrated. Lea & Febiger, 
Philadelphia, Pa., publishers, 1953. Price $15. 


The authors of this volume have succeeded in compiling an 
excellent atlas of roentgenograms of the skull. Emphasis is 
placed on plain views illustrating the various conditions that 
can be recognized. It deals with the normal skull, variations in 
the congenital anomalies, effects of trauma, infections, brain 
tumors, tumors of the vault, and non-neoplastic diseases of the 
skull. Pneumoencephalography and cerebral angiography have 
been omitted because the authors believe these have been 
adequately described elsewhere. The reproduced roentgenograms 
are well chosen and of good quality. Each has a concise de- 
scriptive legend. The text is adequate and is adorned with a 
pleasing lack of verbosity. The volume is recommended as an 
excellent reference book for the library of the roentgenologist. 

—Comdr. M.W. Mason, MC, USN 
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Year Book of Eye, Ear, Nose and Throat (October 1951-September 1952). 
The Eye, edited by Derrick Vail, B. A., Me D., D. Oph. (Oxon.), 
F, A. C. S., F. Re C. S. (Hon.), Professor and Director, Department 
of Ophthalmology, Northwestern University Medical School; Attending 
Ophthalmologist, Passavant Memorial Hospital; Past Attending Oph- 
thalmologist, Cook County Hospital. The Ear, Nose and Throat, edited 
by John R. Lindsay, M. D., Professor of Otolaryngology, University 
of Chicago, the School of Medicine. 455 pages; illustrated. The Year 
Book Publishers, Inc., Chicago, IIl., 1953. Price $6. 


This Year Book summarizes the current American and Euro- 
pean literature for the designated period. It is an excellent and 
timely reference book. There is a great deal of current interest 
in retrolental fibroplasia. About 20 percent of the section on 
the eye deals with this condition. New knowledge of the anatomy 
of the eye, results of treatment with new drugs, recent advances 
in ophthalmic surgery and prostheses, and newer concepts of 
physiologic and pathologic processes involving the eye are 
well summarized. 


The newer concepts of neurology related to the ear, nose, 
and throat and to diseases of the cranial nerves; various au- 
thor’s conclusions concerning surgical treatment of otosclerosis; 
the new drugs used in otolaryngology; and new otolaryngologic 
operations are well summarized. The subjects of plastic surgery 
and maxillofacial injuries are conspicuous by their absence 
from this publication. 


The Year Book of the Eye, Ear, Nose and Throat is recom- 
mended for all practicing ophthalmologists and otolaryngologists 
but is considered too specialized for the undergraduate student 
and the general practitioner.—Lt. Col. F. L. Spann, MC, USA 





Correlative Neuroanatomy and Functional Neurology, by Joseph J. McDonald, 
M. S., Me Sc. D., M. D., Professor of Surgery, Columbia University; 
Attending Surgeon, Presbyterian Hospital, New York; Director-of the 
Surgical Service, Francis Delafield Hospital, New York, and Joseph G. 
Chusid, A. B., M. D., Attending Neurologist, St. Vincent’s Hospital, 
New York. 6th edition. 263 pages; illustrated. Lange Medical Publication. 
University Medical Publishers, Los Altos, Calif., 1952. Price $4. 


This manual, which has served a useful purpose for several 
years, has been revised and enlarged. It should be welcomed 
by medical students and others who desire, in outline form, a 
survey of neuroanatomy. About 83 pages have been added, in- 
cluding notes on embryology, headache, syncope, muscle testing, 
muscle innervation, and the myopathies. A chart outlining the 
physical demands of daily life is a welcome addition. Most of 
the diagrams have been redrawn and enlarged and add to the 
clarity of the presentation. The pictures of pathologic processes 
are, however, inferior and might better be left out. The references, 


for the most part, have not been brought up to date. 
—Lt. Comdr. R. G. Berry, MC, USN 
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Clinical Obstetrics, by Members of the Staff of the Pennsylvania Hospital. 
Edited by Clifford B. Lull, M. D., Late Director, Division of Obstetrics 
and Gynecology, Pennsylvania Hospital and Robert A. Kimbrough, 
M. D., Director of the Division of Obstetrics and Gynecology, Penn- 
sylvania Hospital; Professor of Gynecology and Obstetrics, Graduate 
School of Medicine, University of Pennsylvania; Gynecologist to the 
Graduate Hospital. 732 pages; illustrated. J. B. Lippincott Co., Phila- 
delphia, Pa., publisher, 1953. 


This is a completely new obstetrical text which is profusely 
illustrated and clearly written and should be received as a stand- 
ard text on modern obstetrical practice. It covers the subject 
completely; though, by necessity, in parts briefly. It over- 
stresses subjects of particular interest to the authors; but without 
excluding important material. The arrangement of material is 
somewhat different than that usually found in the standard text 
books of obstetrics, but this for the most part results in clarity 
and continuity. Medical students, in particular, will find this 
an easily read and informative introduction to obstetrics. For the 
general practitioner, it provides a review of the latest ideas 
and practices of obstetrics; and certain sections, such as the 
“Nutritional Aspects of Pregnancy,” will be of interest to the 
obstetrical specialist.—L¢. Col. H. C. Boyd, MC, USA 


Surgery of the Oesophagus, by R. H. Franklin, M. B., B. S., F. R. C. S., Senior 
Lecturer and Surgeon, Post Graduate Medical School of London; Con- 
sulting Surgeon, Kingston Hospital; Late Hunterian Professor, Royal 
College of Surgeons. 222 pages; illustrated. The Williams & Wilkins 
Co., Baltimore, Md., publishers, 1952. Price $8.50. 


This concise book covers its field in a pleasing manner. All 
discussions follow an outline which begins with a general de- 
scription of a particular condition followed by pathology, symp- 
toms, diagnosis, and treatment. A list of references is given at 
the end of each chapter. An error exists in the heading of chapter 
15. It is listed as “Exploration of the esophagus for cancer: the 
preparation of the patient.” There is nothing referable to explora- 
tion of the esophagus in this chapter, but the matter is adequately 
covered elsewhere in the book. This logically arranged, concise 
monograph, should be of great worth to the undergraduate and the 
postgraduate student.—Lé. Col. J. O. Yeager, MC, USA 


Back Down the Ridge, by W. L. White. 182 pages. Harcourt, Brace and Co., 
New York, N. Y., publishers, 1953. Price $3. 


This book tells the story of what happened to the men who 
became casualties in the Korean War. The author had done ex- 
haustive research on the subject. He has talked to many casual- 
ties and Medical Service personnel in compiling his material 
which is extremely interestingly and accurately presented. He 
has not only captured the language of the GI, but also his spirit, 
as he expresses the thoughts, impressions, and experiences of 
patients as they pass through the various installations of the 











946 U. S. ARMED FORCES MEDICAL JOURNAL (Vol. IV, No. 6 


Army Medical Service. For a vivid, accurate report of a cross 
section of the Army Medical Service, as viewed from the man 
on the litter, this book is highly recommended. 

—Lt. Col. K. E. Van Buskirk, MC, USA 


The 1952 Year Book of Orthopedics and Traumatic Surgery (November 1951- 
November 1952), edited by Edward L. Compere, M. D., F. A. C. S., Pro- 
fessor of Bone and Joint Surgery, Northwestern University Medical 
School; Chairman, Department of Orthopedic Surgery, Wesley Memorial 
Hospital; Consultant Orthopedic Surgeon, Chicago Memorial, Aug- 
gustana and Henrotin Hospitals. 388 pages; illustrated. The Year 
Book Publishers, Inc., Chicago, Ill., 1953. Price $6. 


The editor has in 18 chapters abstracted, in moderate detail, 
the more important published articles from various foreign and 
domestic sources related to orthopedic surgery and the surgery of 
trauma. Appropriate photographs are included together with oc- 
casional, but pertinent, editorial notes. This compact volume is of 
value to specialists in the field in affording availability of 
articles possibly missed during the period and also to workers in 
other fields who wish to keep abreast of related developments. 

—Lt. Col. V. B. Vare, Jr., MC, USA 


On Burns, compiled and edited by Nathan A. Womack, M. D. Participants: 
Dr. William Altemeier, Dr. James Barrett Brown, Dr. W. J. H. Butterfield, 
Dr. Truman Blocker, Dr. Julian Bruner, Dr. Stuart Cullen, Dr. Sam May, 
Dr. Carl Moyer, and Dr. Sidney Ziffren. American Lecture Series, Pub- 
lication Number 165, A Monograph in The Bannerstone Division of 
American Lectures in Surgery, edited by Michael E. DeBakey, M. D., 
Professor of Surgery and Chairman of the Department of Surgery, Baylor 
University College of Medicine, Houston, Tex., and R. Glen Spurling, 
M. D., Clinical Professor of Surgery, University of Louisville, Louisville, 
Ky. Plastic Surgery Division. Editor, James Barret Brown, M. D., Pro- 
fessor of Clinical Surgery, School of Medicine; Professor of Maxillo- 
Facial Surgery, School of Dentistry, Washington University, St. Louis, 
Mo.; Director, Division of Plastic Surgery, Veterans Administration, 
Washington, D. C. 178 pages; illustrated. Charles C Thomas, Publisher, 
Springfield, Ill., 1953. Price $5.50. 


This symposium on burns is the result of a conference which 
was held at the State University of Iowa in May 1951. The dis- 
cussions covered: (1) results of treatment of burns at the Uni- 
versity of Iowa Hospitals, (2) pain and its treatment, (3) the open 
treatment of acute burns, (4) the problem of infection, (5) enzyme 
debridement of the burn eschar, (6) burn shock, (7) the treatment 
of burn shock, (8) the plasma substitutes, (9) the treatment of the 
late burn wound and its contractures, (10) the adrenal cortex 
function in severe burns, (11) the nutrition of the burned patient, 
and (12) delayed coverage of the burn wound and joint motion. 
This symposium makes interesting reading, but it is definitely 
not a reference book.—Comdr. L. L. Haynes, MC, USN 
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Pathology in Surgery, by Edwin F. Hirsch, Ph. D., M. D., Director of the 
Henry Baird Favill Laboratory and Pathologist of St. Luke’s Hospital, 
Chicago, Ill.; Research Associate, Associate Professor (Emeritus) 
of the Department of Pathology of the University of Chicago. Photog- 
raphy by Inez M. Porter. 474 pages; illustrated. The Williams & 
Wilkins Co., Baltimore, Md., publishers, 1953. Price $10. 


The author opens this book with a preface in which he briefly 
discusses reports, files, illustration in general, museum illustra- 
tions, and conferences. For the sake of brevity he omits staining 
and processing technics. He states that the book was written 
for pathologists, surgeons, surgical residents, specialists in 
various fields, and medical students. 


I believe that the brevity decreases the value of the book to 
the pathologist and to the various specialists. The detailed 
classification of lesions of an organ or system may be necessary 
to elucidate clinical behavior. For example, a morphologic 
entity such as sclerosing adenosis (important in differential 
diagnosis), is missing in the section on the breast. The author 
makes the misleading statement that “To avoid error, epithelial 
hyperplasia within the ducts should be considered cancerous.” 
Though epithelial hyperplasia may be associated with carcinoma, 
it should not be considered cancerous. In discussing testicular 
tumors, only a page and a half are devoted to teratomas, chori- 
ocarcinomas, and seminomas. Prognosis and response to treat- 
ment are omitted. 


The strong points of the book are the illustrations which fol- 
low each section. The gross and microscopic pictures are ex- 
cellent, but in a few instances 3 or 4 illustrations are reproduced 
on 1 page and the details are crowded. The book contributes noth- 
ing new but should be a valuable manual for students and surgical 
residents.—Lt. Col. A. S. Blauw, MC, USA 


Bodily Physiology in Mental and Emotional Disorders, by Mark D. Altschule, 
M. D., Assistant Professor of Medicine, Harvard Medical School, Boston; 
Director of Internal Medicine and of Research in Clinical Physiology, 
McLean Hospital, Waverly; Visiting Physician, Beth Israel Hospital, 
Boston. 228 pages. Grune & Stratton, Inc., New York, N. Y., publishers, 
1953. Price $5.75. 


This well-organized book is not a text in psychosomatic med- 
icine, but rather a presentation of related physiologic and chem- 
ical facts obtained from an exhaustive bibliography. No attempt 
is made to fill the gaps with theories so that a “package” psycho- 
somatic explanation can be reached. This book is highly recom- 
mended to all physicians, no matter what their interests might 
be, for it clarifies what is known about the relationship of emotion 
to disease.— Lt. Col. J. Rk. Vivas, MC, USA 
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Rheumatic Diseases, Diagnosis and Treatment, by Eugene F. Traut, M. D., 
F. A. C. P., Associate (Rush) Clinical Professor of Medicine, Uni- 
versity of Illinois; Attending Physician to the Cook County Hospital 
and to the West Suburban Hospital, Oak Park, IIl.; Associate Attending 
Physician to the Presbyterian Hospital of Chicago; Director of the 
Arthritis Clinic of Cook County Hospital; Lecturer on Arthritis in the 
Cook County Graduate School of Medicine; Member of the American 
Rheumatism Association. 942 pages; 192 illustrations. C. V. Mosby 
Co., St. Louis, Mo., publishers, 1952. 


Although written primarily for the rheumatologist, this book 
contains a wealth of material which the internist or general 
practitioner will find interesting and instructive. The material 
is presented in an orderly and logical sequence beginning with 
the cause, classification, and pathogenesis of diseases of the 
joints and progressing to various aspects of treatment. This 
arrangement avoids much repetition in discussion of the many 
entities described that are as closely related and similar in 
symptomatology, pathogenesis, and treatment as are the rheu- 
matic diseases. It also affords the reader authoritative reference 
material in readable form. The chapters on rheumatic fever, 
focal infections, and the relation of the endocrine glands to 
rheumatic diseases are especially good. In the latter the author 
clearly describes the role of the adrenal steroids in the manage- 
ment of these disorders, bringing into sharp focus the indica- 
tions and contraindications for the use of these relatively new 
therapeutic aids. He also discusses the role of the other endo- 
crine glands in the pathogenesis and treatment of rheumatic 
diseases. With such a large segment of the population of this 
country affected directly or indirectly by rheumatic diseases 
and so little time devoted to the study and care of these chronic 
illnesses in medical schools and general hospitals, most physi- 
cians should find this book a valuable addition to their libraries. 

—Comdr. M. M. Driskell, MC, USN 


Infectious Mononucleosis, by Sidney Leibowitz, M. D., Associate Physician, 
Beth Israel Hospital, New York, N. Y. Modern Medical Monographs, 
No. 5. 163 pages. Grune & Stratton, Inc., New York, N. Y., publishers, 


1953. Price $4.75. 


This monograph is very readable and, as Dr. Houch pointed out 
in the foreword, “this book will be of great value to those phy- 
sicians who deal with adolescent and young adult population and 
will aid in giving efficient medical care within the educational 
institutions and in the military services.” The 25 case protocols 
grouped in chapter 7 provide an interesting feature. His review 
of the case reports obtained from the literature is excellent. On 
occasions, the author labors over his statistics and offers con- 
clusions which do not appear to be based on a significant series 
of cases; as for example, the seasonal incidence of the disease 
as noted in chapter 2.—Lt. Col. C. S. Christianson, MC, USA 
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Treatment of Mental Disorder, by Leo Alexander, M. D., Director, Neuro- 
biological Unit, Division of Psychiatric Research, Boston State 
Hospital, and Instructor in Psychiatry, Tufts Medical School. 507 pages; 
illustrated. W. B. Saunders Co., Philadelphia, Pa., publishers, 1953. 


The author’s purpose in this book is “to demonstrate as 
specifically as possible how psychic and physical aids to 
psychiatric treatment must be used as one instrument of therapy.” 
From the historical viewpoint, this is an attempt to bring together 
the 2 extremes of the therapeutic spectrum, namely Griesinger’s 
contention that mental diseases are diseases of the brain and 
Sullivan’s belief that psychiatry is the field of human interperson- 
al relationships. Dr. Alexander begins with a review of some of 
the schools of modern psychiatric thinking and includes cultural 
and diagnostic considerations. Chapters on the general principles 
of psychotherapy and such means of somatic therapy as electric 
shock, insulin, and psychosurgery follow. The author then 
considers the modes of actions and complications of these 
therapies. Practical aspects of both types of treatment are then 
discussed. Brief chapters on alcoholism, states of intoxication, 
and organic syndromes complete the book. 


The author is an advocate of nonconvulsive electric therapy 
either alone or in combination with the convulsive type. He 
demonstrates, out of his own experiences, the integration of 
both psychotherapy and somatic therapy in the clinical manage- 
ment of the patient. He shows, with numerous case histories, 
how electric shock therapy may be used as an adjunctive pro- 
cedure in the total management of the mentally ill patient. He 
emphasizes the responses of the autonomic nervous system 
(as measured by the Funkenstein test) as indicators for the 
use of electric convulsive therapy. In a sense, this book gives 
a broad practical view of the therapeutic armamentarium now 
available to psychiatrists. I enjoyed the author’s easy and lucid 
style. Dr. Alexander has a flair for making psychiatric case 
reports fascinating. The fact that he approaches his work with 
optimism is in itself a noteworthy contribution to the psychiatric 
literature.—Comdr. M. Shoor, MC, USN 


Physiologic Therapy for Obstructive Vascular Disease, by Isaac Starr, M. D., 
Hartzell Research Professor of Therapeutics, School of Medicine, Uni- 
versity of Pennsylvania, Philadelphia, Pa. Modern Medical Monographs 
No. 6. 38 pages; illustrated. Grune & Stratton, Inc., New York, N. Y., 
publishers, 1953. Price $2.50. 


The material in this small monograph was originally presented 
as the George E. Brown Memorial Lecture at the scientific session 
of the American Heart Association in Cleveland, Ohio, in April 
1952. It is largely a historical review of our progress in the 
treatment of peripheral vascular disease. It is particularly con- 
cerned with the personal experiences of the author. Although it 
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contains little that is new, it can be easily read with great 


pleasure. Bibliographic references are included. 
—Col. E. M. Goyette, MC, USA 


The 1952 Year Book of Urology (November 1951-October 1952), edited by 
William Wallace Scott, M. D., Ph. D., Director, James Buchanan Brady 
Urological Institute, The Johns Hopkins Hospital; Urologist-in-Charge, 
The Johns Hopkins Hospital; Professor of Urology, The Johns Hopkins 
University School of Medicine. 371 pages; illustrated. The Year Book 
Publishers, Inc., Chicago, IIl., 1953. Price $5.75. 

This yearbook abstracts 307 articles and presents the current 
approach to common urologic problems. It is the best compilation 
of up-to-date articles in this field available today. The table of 
contents is arranged to facilitate easy reference, but most of the 
articles lack bibliographies and good illustrations. The article 
on the endocrine management of disseminated prostatic cancer 
deserves special attention. There is an excellent subject index 
and an index of authors. —L?¢. Col. R. A. Lawn, USAF (MC) 


How to Improve Your Sight, Simple Daily Drills in Relaxation, by Margaret 
Darst Corbett (Authorized Instructor of the Bates Method). Revised 
edition. 93 pages; illustrated. Crown Publishers, Inc., New York, N. Y., 
publishers, 1953. Price $1.50. 


This book clearly enunciates the claims made by proponents 
of the so-called “Bates method of scientific relaxation of the 
eyes,” which is reported to improve the visual acuity and even 
eliminate organic pathology, such as cataract, in many instances. 
According to the author, this method of treatment fails only when 
discontinued too early. This probably occurs in many instances, 
either when the victim’s money is gone or as a result of seeking 
wiser counsel. The basic concepts of ocular function as given 
in this book are in general not in agreement with accepted con- 
cepts of ophthalmic physiology and in several instances can be 
readily disproved. For example, the claim made in this book that 
“the extraocular muscles control the focusing of the eyes” and 
that “the lens plays little, if any, part in this function” is ob- 
viously erroneous. Because patients occasionally inquire con- 
cerning the “Bates system” which they hope will enable them 
to discard their spectacles, the book may be considered of in- 
terest to those who wish to be better prepared to educate the 
public concerning charlatan practices. 

—Comdr. J. B. Smith, Jr., MC, USN 
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NOTICE TO CONTRIBUTORS 





Contributions should be typewritten and double-spaced on unruled paper of 
standard letter size. Nothing should be written in the manuscript that is not 
intended for publication. 

All illustrations should be unmounted. Pictures, prints, or drawings may be 
fastened on a sheet of paper by means of angular slits for each corner of the 
illustration ; suitable identification can then be made on this sheet. Do not cut 
out portions of an illustration for reproduction. Photographs should be black 
and white glossy prints, preferably 4 by 5 or 8 by 10 inches. Do not make any 
marks on the face or back of the photographs or drawings. Cellophane tape, 
staples, paper clips, or pins should not be used on illustrations. All charts and 
graphs must be drawn with black india ink on white paper. 

Contributions are to be the original work of the author. Quotations must 
be accurately and carefully copied and full credit must be given to the source, 
References, tables, 2nd legends must be double-spaced and on separate sheets. 
References should be listed according to the Quarterly Cumulative Index 
Medicus, A. M. A., and the sequence should be as follows: name of the author 
and initials, title of article, name of periodical, volume number, pages, and 
month and year. FEgrample: Smith, R. O., and Wood, W. B., Jr.: Cellular 
mechanisms of antibacterial defense in lymph nodes; pathogenesis of acute 
bacterial lymphadenitis. J. Exper. Med. 90: 567-576, Dec. 1949. Authors are 
responsible for the accuracy of the bibliographic references. 

The summary should be a factual and brief recapitulation of the observations 
or statements contained in the article. The conclusions drawn from the case, 
experiment, or facts set forth should be clearly stated and should appear at 
the close. 

The editor is not responsible for the safe return of manuscripts and illustra- 
tions. All material supplied for illustration, if not original, must be accompanied 
by reference to the source and a statement that reproduction has been authorized, 
Recognizable photographs of patients should carry permission to publish. 

All original contributions are accepted on the assumption that they have not 
appeared previously and are not to be reprinted elsewhere without the permission 
of the editor of this Journal and that editorial privilege is granted to the editor 
in preparing all material submitted for publication. Authors are urged to keep 
their articles short. 

Contributors who are affiliated with one of the military services in a commis- 
sioned, enlisted, or civilian capacity should forward their manuscripts to the 
Surgeon General of the Army, Navy, or Air Force, Washington 25, D. C., in accord- 
ance with existing regulations. The covering letter should indicate that the 
author desires the manuscript to be given consideration for publication in this 
Journal. 


Communications for the editor should be addressed to the Armed Forces Medi- 
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cal Publication Agency, 23d and E Streets, NW., Washington 25, D. C. 
WAYNE G,. BRANDSTADT, Editor, 
Colonel, Medical Corps, 
United States Army. 
ROBERT J. BENFORD, Associate Hditor, 
Colonel, Medical Corps, 
United States Air Force. 
BENNETT F. AVERY, Associate Editor, 
Captain, Medical Corps, 
United States Navy. 














NI 
cecal, Aue 





